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FEBRUARY, 


Mental Health Code 
Deserves Support 


The thinking about mental health is undergoing a revo- 
lution in Texas. Whereas not long ago mental illness was 
looked upon as a crime at worst and a shameful condition 
at best, now it is coming into proper perspective as a health 
problem deserving the same type of consideration that physi- 
cal illness receives. Evidence that the people of the state 
are reaching this conclusion is the adoption last fall of a 
constitutional amendment allowing a person suspected of 
being mentally ill to waive his right to have his sanity de- 
termined by a jury. 


Even before this amendment was passed, the Board for 
Texas State Hospitals and Special Schools, cooperating with 
the Hogg Foundation for Mental Hygiene, University of 
Texas School of Law, Texas Society for Mental Health, and 
other interested groups, was at work on a new Texas Mental 
Health Code to make more adequate and up to date the 
regulations for commitment to and operation of state mental 
hospitals. This code was presented to the Texas Legislature 
January 15 for its consideration. 


Its approach is to protect the medical, legal, and social 
interests of the mentally ill person. Under the proposed 
act, there are four procedures by which a person may gain 
admission to a state mental hospital. They are: 


1. Voluntary. A patient may of his own volition seek 
and gain treatment at a state hospital. The board hopes this 
becomes the most often used in order that treatment may 
be had before the condition becomes serious. 











2. Emergency Commitment. A patient may 
be admitted for 96 hours on the written re- 
quest of a peace or health officer. This is pri- 
marily to take care of emergency situations 
arising when the matter cannot be brought to 
the attention of the county court. 


3. Temporary Hospitalization for Observa- 
tion and/or Treatment. The county court upon. 
affidavits of two physicians may commit a pa- 
tient for a period not to exceed 90 days. 


4. Indefinite Commitment. The proposed 
patient is entitled to be tried before a jury un- 
less he or his next of kin and an attorney ad 
litem, the latter two acting jointly, waive. jury 
trial for him. This procedure cannot be used 
unless during the 12 months immediately pre- 
ceding, the proposed patient has been hospital- 
ized for observation and/or treatment for at 
least 60 days. This procedure is the most com- 
plicated and expensive, and the board hopes it 
becomes increasingly less used. Under the pres- 
ent law, persons indefinitely committed to a 
mental hospital are presumed thereby to be 
legally incapacitated. Under the proposed act, 
such is not the case unless the court or jury 
specifically finds them to be mentally incom- 
petent. This was deemed necessary because 
many of our patients are not so deranged as 
to be unable to handle their business affairs. 
Upon the discharge of a patient found mentally 
incompetent at the time of commitment, the 
presumption of mental incompetency termi- 
nates. This would render no longer necessary 
the costly and embarrassing restoration pro- 
ceeding required by present law. 


In addition to the previously mentioned 
rights, by this act patients are given the right 
of appeal to the district court from orders of 
indefinite commitment, may have their need 
for continued hospitalization reexamined from 
time to time, and are guaranteed the right to 
communicate with persons outside the hospital. 
The new act also confers upon the hospital 
board authority to licensé and promulgate rules 
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and regulations for the operation of private 
mental hospitals. 

The proposed code was approved by the Ex- 
ecutive Council of the Texas Medical Associa- 
tion the latter part of last month upon recom- 
mendation by the Council on Medical Juris- 
prudence. It is progressive in its outlook on 
mental illness, and its passage by the present 
Legislature should be supported. 


—JAMES H. WooTEN, M. D., Columbus. 


Opposite Ends 
Must Have Middle 


While organized medicine and the Veterans 
Administration tug at opposite ends of the 
“care of nonservice-connected disabilities” rope, 
at least one lawmaker, Representative Olin 
Teague, Bryan, of the House Veterans Affairs 
Committee, has been at work on a plan to 
mollify, partially, both sides. 

Mr. Teague was a guest speaker at the legis- 
lative conference held January 26 in Austin. 
He pointed out that no Congress would sup- 
port either the extreme proposal of the Vet- 
erans Administration that all ex-service men 
be given free medical care for all disabilities, 
or that of the American Medical Association 
that no free medical care be given except for 
service-connected disabilities. 

It would be virtually impossible to staff and 
maintain enough hospitals to carry out the for- 
mer idea. On the other hand, some 71,000 
veterans would land in civilian charity wards 
if the latter plan were followed, he said. 

Mr. Teague’s bill, H. R. 58, aims at weed- 
ing out instances of short term hospitalization 
for which the veteran could afford private care. 
The veteran would have to declare: (1) the 
extent of any medical, surgical, hospitalization, 
or health insurance and all annuities of which 
he is a beneficiary, (2) all insurance policies 
on his life, (3) the value of all real or per- 
sonal property owned by him, (4) his aver- 
age monthly income during the preceding six 
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months, (5) his average monthly expenditures, 
and (6) his net worth. The bill then provides 
that after reviewing these points with the vet- 
eran, the admission officer would read to the 
applicant the laws and the criminal code having 
to do with fines for making false affidavits or 
statements. Most important, the Veterans Ad- 
ministration official would estimate the length 
of hospital stay, and if under 30 days, would 
estimate the cost of treatment in private facili- 
ties. This would guide the veteran in deciding 
whether or not he could “afford” to pay. 

After reviewing this bill in its meeting Jan- 
uary 26, the Texas Medical Association’s Coun- 
cil on Medical Jurisprudence approved it, and 
recommended that the Association commend 
Representative Teague for his work; the Ex- 
ecutive Council concurred. 

This bill is a starting point; it would cut 
down a great deal of the government expense 
in caring for short term cases, but still would 
provide for those who truly are unable to pay. 
This is a bill which Texas physicians can and 
should support as being of benefit to the pro- 
fession and to the population as a whole. 


Indoctrination Pro 
Attendance Significant 


Almost one-third of the provisional mem- 
bers of the Texas Medical Association attended 
the first Indoctrination Program in Austin Jan- 
uary 26. The approximately 225 provisional 
members who have joined a county medical 
society since June 8, 1956, when the By-Law 
change was ruled effective by the Committee 
on Indoctrination, have their choice of four 
dates (each in conjunction with an Executive 
Council meeting during the 24 month pro- 
visional period of membership) to satisfy their 
obligation before being elevated to regular 
membership; 72 of these took the earliest op- 
portunity to obtain a variety of information 
designed to help them in their practices. 
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The interest in organized medicine evident 
by the large percentage of new members who 


are not only willing but eager to learn more 


about their chosen profession is significant. 
Not only will they benefit personally, but also 
the component county societies will note a 
stronger, more informed membership as addi- 


- tional physicians take advantage of the program. 


A summary of the Indoctrination Program, 
the Conference of County Medical Society Offi- 
cials and Symposium on Legislation, and the 
Executive Council session appears in the Or- 
ganization Section of this Journal. The over-all 
attendance for the week-end activities was con- 
sidered outstanding, with 338 physicians and 
members of the Woman's Auxiliary registered. 
Perusal of the summary material will be of 
value to old and new members alike. 


What Price Deliverance? 


Tranquilizing drugs as we know them may 
be new, but the problems of tension they un- 
derscore are age old. An interesting approach 
to this subject was developed by the author 
Aldous Huxley in an address at a conference 
of physicians not long ago.* 

Huxley reviewed the long history of man’s 
efforts to escape from the stress of everyday 
existence —“‘to become something other and 
greater than the all too familiar Me.” Tension 
has existed in all societies, Huxley pointed out, 
and in every human culture procedures for 
achieving temporary self-transcendence, there- 
by relieving tension, have been used. 

Limiting himself to discussion of chemical 
and crowd methods of overcoming tension, 
Huxley reminded that despite the new pharma- 
cologic agents recently popularized, there have 
been sedatives, narcotics, euphorics, hallucino- 
gens, and excitants in use for thousands of 
years. Alcohol, opium, fasting, self-torture, all 





*History of Tension, Conference on Meprobamate and 
Other Agents Used in Mental Disturbances, New York 
Academy of Sciences, New York, October 18, 1956. 
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have been used as consciousness-changing and 
tension-releasing vehicles, often with the sanc- 
tion of society and sometimes in religious rites. 
In crowds, the individual also can take a psy- 
chological vacation. from his usual self, which 
goes about the daily business of living in pur- 
poseful and organized groups. In the crowd, 
which is chaotic, without particular purpose, 
and capable of anything except intelligent ac- 
tion, the individual is different from and worse 
than usual; he becomes a victim of “herd-poi- 
soning,” escaping ‘from insulated selfhood into 
a kind of subhuman mindlessness.” Crowds, 
Huxley warned, may be exploited by the Hit- 
lers of the world to their advantage and the 
ultimate disadvantage of the individuals who 
make up the crowds. 


The problem of tension, Huxley opined, will 
be solved only when we have a perfect society. 


Meanwhile, we might teach our children how ° 


to act on the principles of good health, good 
morals, and good thinking. Too, we can give 
our children lessons in the elements of seman- 


tics and remind them to think realistically, 
being aware of the forms of propaganda so as 


to guard against misuse of crowd-intoxication 
for savage or sinister purposes. 


Finally, Huxley declared, with pharmacology 
in this period of rapid growth, the next few 
years undoubtedly will bring scores of new 
methods for changing the quality of conscious- 
ness. So far as the individual human being 
is concerned, these discoveries will be more im- 
portant, more revolutionary than the discoveries 


in nuclear physics. If nuclear energy does not 
destroy us, it will merely give us more of what 
we have already at the high price of harmful 
radiation and harmful mutations. Pharmacol- 
ogy will give us something most human beings 
have never had before: joy, peace, and beauty 
—and without the physiological cost of the 
time honored tension-relievers. Whether or 
not this will be a good thing for individuals 
or society or a bad thing, Huxley of course 
could not give the answer, but he predicted 
that many of our traditional ideas about ethics 
and religion, our current views about the na- 
ture of the mind, will have to be reconsidered 
and reevaluated in the context of the pharma- 
cological revolution. 


Constitutional Amendments 


Two amendments to the Association’s Con- 
stitution concerning restrictions on intern, resi- 
dent, and inactive members will be up for a 
vote at the 1957 annual session in Dallas this 
spring. Proposed at last year’s convention by 
the Harris County Medical Society, the amend- 
ments to Article II, Section 1, would prohibit 
these members from endorsing applications for 
membership or serving as delegates or alternate 
delegates to the Texas Medical Association. 
Inactive members, like intern and _ resident 
members, also would not have the right to 
vote or hold office. The resolutions calling 
for these changes are printed in the June, 1956, 
Journal, on pages 419 and 420, and each mem- 
ber should study them carefully. 


To: Committee on Hotels, Dallas County Medical Society, 433 Medical Arts Bldg., Dallas. 


REQUEST FOR ANNUAL SESSION HOTEL ACCOMMODATIONS 


Please make the following 
reservation for the period of 
the Texas Medical Association 
annual session, Saturday, April 
27-Wednesday, May 1, 1957, 
in Dallas, and confirm: 


re | ( Adolphus and Baker Hotels, Association headquarters; Statler 
ote Hilton Hotel, Woman’s Auxiliary headquarters; Lane Hotel, 
Ross Avenue Courts, and El Centro, Negro facilities.) 


Ist Choice 
2nd Choice 
3rd Choice 


Number and Type of Accommodation: Signed 


Arrival Departure Street. 
eee eee City and State. 
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Presidents Page 


THE TIME FOR CONQUEST 









The control of poliomyelitis—and its possible conquest—is now 
within the realm of possibility in the United States, and the medical 
profession is accepting its true responsibility to help achieve this goal. 









Clinical reports have established the efficacy of the Salk vaccine 
in preventing or minimizing paralytic polio. Yet every week the news- 
papers in Dallas and other parts of Texas still report the pitiful 
tragedies of indifference, where adults who neglected the protection 
of polio vaccine come down with the crippling disease. Many of 
them die needlessly. 






A year ago the supply of Salk vaccine was limited. Now it is 
abundant and available to all ages. 








On January 27, physicians from all over the United States met 
at American Medical Association headquarters in Chicago and pledged 
the profession to a vigorous campaign to get all citizens to seek and 
accept vaccination against polio. Look for further details in subse- 
quent issues of the Journal. 


One of the greatest responsibilities of doctors lies in the field of 
preventive medicine. Here is a unique opportunity for individual 
physicians and county medical societies to serve their communities. 
Successful techniques for arousing public interest and securing active 
participation should be publicized and exchanged between medical 
groups. Newspapers and radio and television stations will cooperate 
willingly. Doctors and their wives are members of churches, service 
clubs, garden clubs, chambers of commerce, and similar organizations 
that will respond quickly to proper health leadership. 


















As a start, make sure that you, all members of your family, and 
all of your office assistants are protected with Salk vaccine. The life 
you save could very easily be your own! 


TEXAS MEDICAL SERVES TEXAS! 







-The Texas Medical Association, through its Committee on Mental 
Health, is rendering a splendid service to our state in sponsoring the 
consultation on mental health needs of Texas by Dr. Francis J. Gerty 
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of Chicago. The consultant is an eminent authority in the field and 
is a member of the AMA Council on Mental Health. In his several 
visits to the Lone Star State, Dr. Gerty has impressed everybody with 
his sincere desire to meet adequately his unique opportunity. 


The observations and recommendations of Dr. Gerty will be re- 
viewed by our Committee on Mental Health in the immediate future, 
and resulting suggestions will then go to the Legislative Budget 
Board, the Legislature, the Governor, the Board for Texas State Hos- 
pitals and Special Schools, and similar responsible groups. 


When the consultation is published, every doctor should famil- 
iarize himself with it, so he can advise intelligently with his state 
legislator, who probably will be sincerely interested in the opinion 
of the medical constituent “back home.” An effective public opinion 
supporting progressive mental health measures can be built up by 
physicians and Auxiliary members. 


And you and your wife will be interested, as citizens, in keeping 
up with the kaleidoscopic array of bills with health implications 
which are pouring daily into the hoppers of the Texas Legislature 
and the national Congress. Your Texas State Journal of Medicine and 


Journal of the AMA will keep you posted. Read them regularly; 
be posted—be alert! 


INDOCTRINATION A SUCCESS 


Seventy-two new members were given a cordial, personal intro- 
duction to their Texas Medical Association in the first indoctrination 
program at the central office in Austin on January 26. The concur- 
rent conference of county medical society officials and symposium on 
legislation, together with meetings of many councils and committees 
and the Executive Council of the Association, brought a total of 338 


to the headquarters building on a very inclement week end, from 
the weather viewpoint. 


The indoctrinees were enthusiastic in their appreciation of their 
visit, and Association officers were well pleased with the initial ses- 
sion. The provisional membership plan is proving its value. To the 
forthcoming House of Delegates your president will have a few sug- 
gestions of possible practical revisions, and he will appreciate com- 


ments from you. 
Agree 
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Role of Intestinal! 
Decompression 


In Treating 


Acute Mechanical 
Obstruction 


ROBERT M. MOORE, M. D. 


Galveston, Texas 


NY INTERFERENCE with the normal down- 
ward passage of intestinal content is rightfully 
termed an intestinal obstruction. Such interferences 
are of a wide variety but in general may be classed 
into three major groups: (1) mechanical obstruc- 
tions, which act through some physical interruption 


Dr. Robert M. Moore, professor 
and chairman, Department of 
Surgery, University of Texas 
Medical Branch, presented this 
paper for the Section on Sur- 
gery at the 1956 annual session 
of the Texas Medical Associa- 
tion in Galveston, April 23. 





Although intestinal decompression is primarily 
a method for combating distention, physicians 
constantly have attempted to substitute it for 
surgical operation in the definitive treatment of 
obstruction. Unfortunately, too little attention 
is paid to selecting patients in whom it is safe 
to defer operation until a satisfactory trial of 
decompression therapy has been made, with the 
result that this valuable form of supportive ther- 
apy is also responsible for many of the deaths 
which continue to occur. 


in the continuity of the intestinal lumen; (2) neuro- 
genic obstructions, in which the fault lies in a dis- 
turbance in the peristaltic waves which propel the 
intestinal content downward; and (3) vascular ob- 
sttuctions, in which a primary “vascular accident,” 
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ORIGINAL 
ARTICLES 








such as embolism of one of the main arterial chan- 
nels in the mesentery, leads to such severe ischemia of 
the bowel wall that all muscular contraction fails. 
In everyday usage the term intestinal obstruction 
has come to denote mechanical obstruction. Neuro- 
genic obstruction, which is fully as common, is usu- 
ally designated as ileus. Primary vascular obstruction 
is relatively rare and usually is considered apart. The 
present, discussion is directed chiefly to mechanical 
obstruction. When it seems desirable to include other 
types of obstruction, special mention will be made. 






STRANGULATION 
IN MECHANICAL OBSTRUCTION 


Mechanical intestinal obstruction remains one of 
the most dangerous of surgical diseases. The domi- 
nating threat is the ever present danger of strangula- 
tion. This threat arises from the basic fact that many 
mechanical obstructions lead to interruption of the 
circulation to the intestinal loop involved, as well as 
to obstruction of its lumen. Such circulatory obstruc- 
tion is called strangulation and the obstruction pro- 
ducing it is termed a strangulating obstruction, as 
opposed to one which is simple or nonstrangulating. 
Strangulation leads to gross gangrene of the affected 
intestinal segment. It is seen when the mesentery is 
twisted, as in sigmoid volvulus, or is constricted and 
compressed at the ring of a hernia or at the entrance 
into the receiving sleeve of an intussusception. It also 
occurs not uncommonly in obstructions caused by 
adhesion bands, since secondary torsion or volvulus is 
apt to occur when any intestinal loop has an abnor- 
mal point of fixation. In fact, the surgeon must keep 
constantly mindful of the risk of strangulation in 
every patient suffering from mechanical obstruction; 
and whenever operative intervention is deferred on 
the basis that the obstruction is of the simple or non- 
strangulating variety, the possibility of strangulation 
having intervened must be reassessed at frequent 
intervals. 


OTHER MECHANISMS 
PRODUCING NECROSIS 


Necrosis with perforation and peritonitis consti- 
tutes the most deadly threat in intestinal obstruction. 
This danger is not confined to strangulating obstruc- 
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INTESTINAL OBSTRUCTION—Moore—continued 


tions. In a number of other situations apart from 
mesenteric strangulation, mechanisms may be present 
which lead to impairment of circulation. Necrosis 
from external pressure upon the wall of the bowel 
has often been noted in nonstrangulating obstruc- 
tions. For example, when the intestine is trapped by 
an unyielding adhesion, the edematous swelling of 
the intestinal wall at the point encircled by the ad- 
hesion may result in local gangrene at the site of con- 
striction. A similar necrosis is considered to be an 
imminent threat in the Richter type of irreducible 
femoral or obturator hernia. 


The harmful effect arising from increased internal 
or intraluminal pressure, in turn, is the important 
mechanism in other cases. As distention advafices, the 
progressive increase in the tension within the bowel 
lumen finally flattens the vessels in the overlying 
intestinal wall. In the ordinary case of simple ob- 
struction anemic necrosis of the bowel wall from such 
excessive distention is encountered only as a late ef- 
fect and in neglected patients. A necrotizing intra- 
luminal pressure may develop relatively early, how- 
ever, in any simple obstruction which partakes of the 
“closed loop” character. The designation “closed 
loop” refers to a situation in which the lumen of the 
intestinal segment is occluded at both ends, so that 
there can be neither downward passage nor regurgi- 
tation. Thus, in the loop intervening between two 
separate mechanical obstructions no means is pro- 
vided for escape of contents in either direction. The 
majority of strangulated loops fall into this category; 
for example, in volvulus there is occlusion of the 
lumen of both afferent and efferent limbs, and the 
same situation ordinarily exists in strangulated hernia. 


The “closed loop” conception, however, has its 
foremost importance in colon obstructions. Although 
the ileocecal valve is imperfect in infants and small 
children, in many adults it is a truly competent or 
“one way” mechanism. In a very important group 
of patients the development of any complete obstruc- 
tion distal to that valve amounts to completion of a 
“closed loop,” since the intervening stretch of colon 
thus becomes shut off at both ends. Although the 
secretion of the colon is not bulky, the formation of 
large volumes of putrefactive gases and the continued 
entry of content from the terminal ileum often com- 
bine to produce a rapid rise in intraluminal pressure 
to a dangerous level seldom reached in small intesti- 
nal loops. Consequently necrosis and perforation, usu- 
ally at the cecum, may occur relatively early in a com- 


plete obstruction caused by carcinoma of the left 
colon. 


As a final mechanism, necrosis with rupture and 
peritonitis is the natural end to be expected when 


there is a primary vascular obstruction such as mesen- 
teric embolism or thrombosis. 
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LETHAL EFFECTS 
IN SIMPLE OBSTRUCTION 


Necrosis with perforation is not the only threat to 
life in intestinal obstruction. We know that patients 
with complete obstruction of the simple variety will 
die if left untreated. In strangulating obstructions the 
immediate danger is readily apparent; if the strangu- 
lated loop is left in situ until perforation and disso- 
lution occur, an overwhelming peritonitis almost cer- 
tainly will follow. In simple or nonstrangulating ob- 
structions, in contrast, dangers which are equally real 
are at first glance much Jess obvious. Actually, the 
primary lethal processes in simple obstruction have 
been identified repeatedly by clinical observation. As 
clinicians we have learned that, so long as strangula- 
tion is absent, the patient with obstruction ordinarily 
can be maintained for several days without too great 
deterioration provided two requirements can be met. 
First, progressive distention of the proximal intestine 
must be prevented, and second, dehydration and elec- 
trolyte losses must be corrected effectively by paren- 
teral replacement. Therefore the immediate dangers 
in nonstrangulating intestinal obstruction stem from 
distention and from water and electrolyte loss. A 
triad of primary lethal effects of mechanical obstruc- 
tion will be completed should strangulation enter 
the picture. 


DISTENTION 


Distal to an obstruction the intestine lies empty 
and inactive, whereas proximally there is a rapid 
accumulation of bowel content. For the resulting dis- 
tention to be marked, it is not necessary for oral 
intake to continue. Under ordinary circumstances the 
gastrointestinal tract secretes into its lumen as much 
as 8 L. of digestive fluid daily, and this. secretion 
continues in part even when nothing is ingested. 
Normally, reabsorption is at such a rate that only a 
small volume of water (100 to 150 cc.) is lost in 
the stool. Obstruction upsets this balance, however. 
Secretion into the intestinal lumen actually may be 
increased, whereas the normal reabsorptive power is 
significantly lacking. This combination of increased 
secretion and defective absorption is typical of dis- 
tended, irritated intestine. 

The degree of distention of the proximal intestine 
depends upon the completeness of the obstruction 
and upon the time which has elapsed since its onset. 
At the start the dilatation of the bowel is greatest 
immediately above the obstruction. If there is no 
relief, however, eventually the entire proximal tract 
becomes involved. Thus, except for obstructions lo- 
cated high in the jejunum, the aggregate volume of 
the distended proximal coils eventually becomes suf- 
ficient to create a serious problem in abdominal dis- 
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INTESTINAL OBSTRUCTION—Moore—continued 


tention, the tightly expanded abdomen interfering 
mechanically with such vital functions as respiration 
and venous return. 

The content of the distended intestine is both 
liquid and gaseous. The liquid element is made up 
of accumulated secretions or hypersecretions, food 
residues, and the products of bacterial multiplication. 
In obstructions of the small intestine the gas consists 
chiefly of swallowed air (70 per cent). Nausea and 
thirst aggravate the patient’s tendency to swallow air. 
Air is in large part nitrogen (80 per cent), an inert 
gas which is absorbed extremely slowly even under 
normal conditions. As a consequence, air swallowing 
is the major factor in the gaseous distention which 
follows obstruction of the small intestine, and only 
by use of some decompressing device which recovers 
the air immediately as it is swallowed can distention 
be prevented. 


In unrelieved intestinal distention, the progressive 
increase in intraluminal tension may interfere eventu- 
ally with the flow of blood through the wall of the 
bowel. As stated previously, however, with the ex- 
ception of “closed loop” cases, any marked circulatory 


impairment in simple obstruction is a gradual and 
late effect. 


WATER AND 
ELECTROLYTE LOSS 


A number of mechanisms take part in the severe 
water and electrolyte loss characteristic of advanced 
intestinal obstruction. The deficit from interruption 
of oral intake and the loss from vomiting are readily 
apparent and require no detailed comment. Less ob- 
vious but equally significant are certain internal or 
hidden depletions. Since the absorptive power of the 
intestinal mucosa becomes increasingly defective as 
distention develops, gastrointestinal secretions which 
are poured into the obstructed intestine are lost to 
the body just as effectively as are those which are 
vomited. Furthermore, the dilatation of the bowel 
may serve by irritation actually to increase the flow 
of secretions. In low obstructions, as a consequence, 
the proximal intestine fills with an accumulation of 
water and essential electrolytes, which is of no avail 
whatever to the body. In this situation dehydration 
and electrolyte loss may be well under way even be- 
fore the advent of vomiting. 

In the relatively infrequent obstructions arising 
very high in the small intestine the vomiting tends 
to be immediate and constant and results in an im- 
balance approaching somewhat that seen in pyloric 
obstruction. Dehydration, being accompanied by a 
greater loss of chloride ion than of sodium, results 
in hypochloremia and an alkalosis which is evi- 
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denced by elevation of the carbon dioxide combining 
power of the blood. In obstructions at lower levels 
the vomiting is usually intermittent and less copious 
at the start; and since the loss of sodium ion equals 
or exceeds that of chloride ion, the patient is prone 
to develop an acidosis unless there has been adequate 
parenteral replacement. In neglected cases of small 
bowel obstruction at either level severe dehydration 
leads to hemoconcentration and to oliguria, and often 
renal damage is reflected in an elevated nonprotein 
nitrogen level in the blood. Potassium deficiency is 
another complicating factor in late cases, as is also 
a sizable loss of plasma through the bowel wall. Since 
the presence of hemoconcentration tends to mask 
such deficits, all laboratory data must be interpreted 
with this effect in mind. 


LOSSES OF PLASMA 
AND WHOLE BLOOD 


In simple obstruction the intestinal wall is red- 
dened and edematous. The distended loop often 
“weeps” so that a protein containing transudate col- 
lects in the peritoneum. If the obstruction produces 
strangulation, the affected loop shows the changes of 
hemorrhagic infarction. Ordinarily the veins are oc- 
cluded first by a strangulating force acting upon the 
mesentery, and for a time the systolic pressure con- 
tinues to drive arterial blood into the congested in- 
testinal wall. There is a consequent rupture of ven- 
ules with blood escaping into the intestinal lumen, 
sometimes in a quantity sufficient to produce hemor- 
rhagic shock. There may be a similar escape of blood 
from the serosal surfaces of the strangulated intestine 
and mesentery so that the peritoneal fluid takes on a 
sanguinous character. Finally the mounting tension 
within the lumen of the strangulated loop stops all 
capillary circulation in the wall and frank gangrene 
follows. The gangrenous intestine soon perforates, 
but even before gross perforation is evident the ne- 
crotic wall has served as a portal through which bac- 


teria and toxic agents have escaped into the peritoneal 
cavity. 


BACTERIAL ACTIVITY 


This escape of bacteria and toxins through the wall 
of gangrenous intestine contributes the final and 
most deadly effect in intestinal obstruction. Once 
this stage is reached the mortality rate will be formid- 
able no matter how energetic and skillful the treat- 
ment. This is borne vut by long experience of sur- 
geons that intestinal resection necessitated by gan- 
grene of an obstructed loop carries much greater risk 
to life than does intestinal resection performed for 
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other reasons. The difference, of course, arises from 
the fact that by the time gangrene has developed the 
peritoneum has already been subjected to a heavy 
dose—perhaps a lethal dose—of noxious contamina- 
tion by agents set free from the intestinal lumen. 
The harmful effects of bacterial activity in intesti- 
nal obstruction are not limited to this late phase of 
peritonitis following bowel necrosis. Bacterial activ- 
ity serves to increase distention by augmenting the 
secretion of the intestinal mucosa and by adding gases 
to the intestinal content. It also plays an important 
role in initiating and accelerating the gangrene which 
results from circulatory impairment. Bacterial inva- 
sion of the bowel wall is a potent factor in causing 
venous thrombosis and tissue death. There have been 
repeated demonstrations that control of bacterial ac- 
tivity through intestinal antiseptics delays and limits 
tissue necrosis in loops which are partially devital- 
ized. Clinically this is particularly telling in areas 
where blood supply is deficient but not entirely lack- 
ing. In such marginal and less extensive areas of de- 
fective circulation collateral blood supply is some- 
times reestablished in time to avert actual gangrene if 
invasion by bacteria can be prevented in the interim. 


TOXEMIA THEORY 


Since at one time it was difficult to understand 
why certain patients died from simple or nonstrangu- 
lating intestinal obstruction, a toxemia theory often 
has been proposed to explain such deaths on the basis 
of a perverted absorption from damaged intestine. 
Thus, for example, systemic effects were at one time 
attributed to products of protein breakdown such as 
histamine. Although experimental tests have failed 
consistently to identify any specific substance, cer- 
tainly the possibility exists that when intraluminal 
tension is greatly elevated, the vessels and lymphatics 
of the edematous bowel wall may take up products 
which are toxic systemically. There has been little 
positive evidence, however, that such absorption is 
actually appreciable so long as the layers of the wall 
retain their viability. Too often the symptoms arising 
from severe dehydration and electrolyte loss have 
been attributed to a conjectured toxemia. 

Once the viability of the intestinal wall is im- 
paired the situation is radically different. Necrotic 
tissue then offers an easy avenue for direct escape of 
bowel content into the peritoneum, where absorption 
is much less selective than is absorption through the 
intact mucous membrane. Consequently systemic and 
toxic effects such as fever and prostration are no long- 
er a mystery once there is gangrene and peritonitis. 
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PROGNOSIS 


Twenty-five years ago intestinal obstruction was a 
dangerous disease indeed. One sees estimates of mor- 
tality rates as high as 40 per cent. During the en- 
suing years a number of improvements have become 
possible in the management of obstruction, and today 
reports appear from many centers citing an operative 
mortality rate of 10 per cent or less. In spite of the 
possibility of such a lowered rate, it is the gathering 
realization that for the country as a whole the over- 
all risk still exceeds this figure greatly. At the same 
time one must bear in mind that in this day and age 
an operative risk as great as 10 per cent is not the 
usual thing in abdominal surgery. Obviously, acute 
intestinal obstruction is one of the most dangerous 
of the emergencies which the surgeon meets; possibly 
it is the most dangerous of those which are common. 
In managing a condition which still carries such grave 
threat to life, it is well to reassess facts frequently 
in search for further improvement. 


IMPROVEMENTS IN THERAPY 


Advances in the management of anesthesia and in 
the details of surgical technique have had favorable 
effects upon the outlook in intestinal obstruction. 
As far as operative methods are concerned, a particu- 


larly important advantage has accrued from the in- 
creasingly widespread practice of emptying acutely 
distended intestinal loops at time of laparotomy by 
use of direct suction-aspiration. This aids in locating 
and releasing many obstructions which otherwise 
might be very difficult of access, whereas at the same 
time the patient is left in a condition much more fa- 
vorable to recovery than if the abdominal wall were 
closed over greatly distended bowel. Antibiotic sub- 
stances have been found particularly valuable in treat- 
ing strangulating obstructions; they help to delay the 
onset of necrosis as well as to combat its ill effects. 
Nevertheless, in dealing with strangulation, it is the 
universal conclusion that antibiotics are no substitute 
for prompt surgery. 

Because of the ever present risk of strangulation, 
the treatment of mechanical obstruction must remain 
primarily surgical. It is important to correct water 
and electrolyte losses by energetic parenteral replace- 
ment, and: it is also important to prevent ‘additional 
distention by use of decompressing devices and to re- 
lieve distention already present when that is practica- 
ble. However, there must be constant care lest atten- 
tion be concentrated upon these adjunct measures to 
such degree as to delay unduly an operation which 
is vital. It is in connection with intestinal decom- 
pression that this warning is especially needed. 
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DECOMPRESSION: ADVANTAGES 
AND DISADVANTAGES 


Decompression of the small intestine is accom- 
plished by continuous aspiration of content by way 
of a tube passed through the nose into the stomach 
or upper intestine. The method was introduced by 
Wangensteen in 1931, using a tube which passed 
through the stomach into the duodenum whenever 
possible, and applying constant gentle suction through 
the tube by means of a simple water siphon appara- 
tus. Following demonstration of the value of this 
method, Miller and Abbott in 1934 introduced a 
longer tube for decompression, the tube having a 
double lumen and carrying an inflatable balloon at 
its tip. Many modifications of this tube having been 
offered; long decompression tubes carrying various 
names are now available commercially. Once the tip 
of the tube has passed from the stomach into the 
duodenum—this passage through the pylorus con- 
tinues to be the trying and often time consuming 
problem in intestinal intubation—the balloon is in- 
flated to serve as a bolus which peristalsis propels 
distally along the intestine. If the intubation is ideal- 
ly successful, the tip of the tube eventually comes to 
lie just proximal to the point of obstruction so as 


to effect complete emptying of the proximal in- 
testinal loops. 


In any discussion of decompression it should be 
emphasized that prevention of distention is not near- 
ly so difficult as is the relief of distention once it has 
become established. In patients who are not yet dis- 
tended the institution of simple gastric suction by 
way of a Levin tube which stops short of the pylorus 
will serve to recover all air swallowed thereafter as 
well as any content regurgitated from the duodenum, 
provided of course that the tube is kept open so that 
it can function. This suffices to prevent the develop- 
ment of distention. Once distention is present, how- 
ever, gastric suction serves only to prevent augmenta- 
tion of the existing distention. If the Levin tube can 
be passed through the pylorus, decompression from 
within the duodenum is somewhat more efficient. 
However, for satisfactory removal of the voluminous 
content from loops which are already distended, in- 
tubation to a point beyond the duodenojejunal flex- 
ure, where sharp angulation often is caused by the 
ligament of Treitz, is most effective. This requires 
the use of one of the long tubes. Sometimes the tube 
can be advanced past the pylorus and into the in- 
testine rapidly, but unfortunately in many cases in- 
tubation is time consuming or impossible. After 24 
hours one may find that only gastric intubation has 
been accomplished. This difficulty remains the chief 
hindrance to effective decompression therapy, while 
the delay incident to unsuccessful attempts to intu- 
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bate the intestine may be a very dangerous delay 
when treating patients having intestinal obstruction. 
Whereas laparotomy admittedly is more hazardous 
when performed in the presence of marked disten- 
tion, that danger to the patient is not nearly so great 
as is the danger arising from delay when strangula- 
tion is present or imminent. 


Although intestinal decompression is primarily a 
method for combating distention, the history of its 
development has been colored by constant attempts 
to substitute decompression for surgical operation in 
the definitive treatment of obstruction. These at- 
tempts are easily understood in the light of clinical 
experience that in some early or incipient obstruc- 
tions in the small intestine decompression of itself 
actually does serve to release the obstructing mech- 
anism so that an emergency surgical operation be- 
comes unnecessary. Very naturally, experience with 
such cases has led to repeated trials in substituting 
decompression for operation in treating other patients 
with obstruction, and many studies have been made 
to determine the possibilities and define the limita- 
tions of such “nonoperative management.” 


Unfortunately, however, too little heed is given to 
repeated warnings pointing out the great difficulty 
in selecting cases in which it is safe to defer opera- 
tion while a satisfactory trial of decompression ther- 
apy is being made. Lack of appreciation of this dif- 
ficulty continues to lead to costly misuses of decom- 
pression as a tentative substitute for surgery. Unless 
the surgeon is highly critical a false sense of security 
is fostered by the cessation of pain and vomiting 
which follows institution of suction, and by the tem- 
porary improvement in the patient’s condition which 
is brought about by the concurrent administration of 
water and electrolytes. Often these improvements are 
interpreted as indication of a relief of the obstruction 
rather than a relief of certain symptoms. In many 
instances, consequently, surgery is postponed unduly 
until a subsequent deterioration in the patient’s con- 
dition finally forces operation upon the surgeon at a 
time when greater hazards are faced than would have 
been the case with prompt surgery. In these patients 
it is not unusual for the tardy laparotomy to reveal 
that an unrecognized strangulation has been present, 
and that the delay intended for the patient’s benefit 
actually has operated to his great harm. Thus, al- 
though intestinal decompression is a valuable ad- 
junct when used properly, improperly used it may 
‘lead to disaster. 

In some instances the advent of strangulation in 
small bowel obstruction produces sudden and dra- 
matic changes which are easily recognized. In many 
other cases, unfortunately, strangulation develops in- 
sidiously without striking and abrupt changes, so that 
its early detection becomes difficult or impossible. 
Upon this fact hangs frequently the surgeon’s great- 
est dilemma in treating intestinal obstruction, namely, 
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the problem of proper management when marked 
distention and advanced water and electrolyte imbal- 
ance already are present when he first sees the patient. 
In this situation delay in operative intervention ‘for 
a day or more while these complications are righted 
might well serve the patient’s interest, but only pro- 
vided the surgeon can be certain that strangulation 
is neither present nor impending. To aid in this 
dilemma many studies have been made with the pur- 
pose of establishing dependable critera so that stran- 
gulation can always be recognized early and accurate- 
ly. Increased pain and pain of a constant type, pain 
in the back, increased pulse rate, the presence of a 
mass, tenderness, leukocytosis, and beginning abdom- 
inal rigidity are signs of strangulation most com- 
monly cited. With such points in mind some sur- 
geons find that they can detect strangulation early 
and accurately. Many others, however, report that 
they have met with less success in this regard. 

A basic fallacy underlies the emphasis placed upon 
early detection of strangulation if it is interpreted to 
suggest that relief will be in time so long as one pro- 
ceeds promptly with operation as soon as strangula- 
tion is recognized. To the contrary, no one can deny 
that the surgeon does much better by his patient if 
the intestinal loop can be released before gross im- 
pairment of circulation has occurred, not after. No 
doubt in many instances the release of a strangulated 
loop is followed by return of adequate circulation to 
attest its viability. In many other instances, however, 
this is not the case, and resection becomes necessary 
in an extremely ill patient. It is well to keep in mind 
that a number of the so-called signs of strangulation 
actually are signs of inflammation, that is, the early 
signs and symptoms of the peritonitis which results 
from strangulation. 


CLINICAL MANAGEMENT 
OF INTESTINAL OBSTRUCTION 


Mechanical obstruction is a surgical disease and 
with few exceptions its relief requires a surgical op- 
eration. Emphasis must be placed upon operative in- 
tervention with minimal delay, rather than upon at- 
tempts to avoid operation. The difficult decision lies 
in the definition of “minimal delay” in the patient 
who already is distended or in whom water and elec- 
trolyte replacement is badly needed. In an outline of 
management with these thoughts foremost in mind, 
the common situations presenting in intestinal ob- 
struction fall into several groups. Occasional patients 
occupy a questionable or borderline position between 
two groups. Moreover, just as exceptions must be 
permitted to any rule, in managing particularly dif- 
ficult situations relating to obstruction proper allow- 
ance must be made for surgical judgment and for 
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the common sense which is based upon surgical 
experience. 


1. Patients with Obvious or Suspected Strangula- 
tion—When confronted with a case of complete ob- 
struction, the surgeon must arrive quickly at a con- 
clusion relative to the likelihood of strangulation ex- 
isting. If he concludes that strangulation is present 
or imminent, emergency operation is mandatory and 
he must proceed without delay. In most situations 
an hour or more will be required to examine the pa- 
tient, prepare the operating room, and give pre- 
anesthetic medication? During this time isotonic 
saline solution is given intravenously, emergency lab- 
oratory determinations are made, antibiotics are ad- 
ministered, and blood transfusion is arranged or 
started. Gastric suction should be instituted to pre- 
vent augmentation of the distention. Supportive treat- 
ment is continued during and after operation. In the 
presence of recognized strangulation greater delay is 
seldom justified. Within this short period the correc- 
tion of water and electrolyte depletion hardly can be 
complete and often will be very inadequate. Liberal 
transfusion of blood often helps to sustain the patient 
in the emergency. 


2. Patients with Obstruction Thought to Be Non- 
strangulating—Patients with early cases of obstruc- 
tion require least in preparation. Since distention is 
not yet severe, they are ideal for operative relief, and 
under modern conditions the surgical risk is not great. 
For these reasons there is good basis for recommend- 
ing immediate operation in all early obstructions. 
Perhaps a few patients will be operated upon unnec- 
essarily—those few which might relieve themselves 
during a trial of intubation and suction—but opera- 
tive risk in these will be slight indeed. In the other 
cases the danger of overlooking occult strangulation 
will be avoided, and the over-all risk will be less than 
when such patients are treated first by a lengthy trial 
of decompression in hope of obtaining relief with- 
out Operation. 

When, in the surgeon's opinion, an obstruction is 
simple or nonstrangulating, he must remain alert to 
the possibility that it may change in character, and 
frequent reassessment with respect to the possible 
presence of strangulation is essential. Furthermore, 
since it is notoriously difficult to recognize the advent 
of strangulation in distended patients, it is wise to 
avoid procrastination by setting in one’s own mind 
definite time limits for the preparation of the patient. 
This is particularly important when, in distended 
cases, decompression therapy has been instituted, for 
it will mask many of the symptoms of obstruction. 


te 
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Furthermore, one must guard lest unsuccessful at- 
tempts to intubate the intestine be continued until 
the net effect actually has been an increase in dis- 
tention. Unless the attempt to intubate is successful 
within a few hours it is often wise to abandon the 
attempt in order to concentrate upon gastric suction 
sO as to prevent any augmentation of the existing dis- 
tention. Furthermore, there is considerable justifica- 
tion for the proposal of some that a six hour time 
limit be set for preparing such patients for operation. 
Parenteral replacement therapy often will be incom- 
plete at the end of this period, but minimal require- 
ments usually can be met. Fluid replacement can be 
continued during and after operation, and transfusion 
of whole blood can be added. Distended patients also 
are benefited by direct suction-aspiration by trocar or 
needle of the greatly distended loops encountered 
during laparotomy. This last maneuver has become 
widely practiced since the advent of antibiotics. Peri- 


toneal contamination through spill should be held 
to a minimum. 


3. Patients with Early Postoperative Obstruction — 
Early postoperative obstructions must be considered 
separately, since in such cases it may be impossible to 
observe the time limitations which are recommended 
for obstructions in general. After major abdominal 
surgery a period of reflex inhibition of intestinal 
motility may be expected for a day or two. If at the 
end of this period symptoms arise which suggest 
mechanical obstruction, considerable additional time 
may be required to determine whether obstruction 
actually exists. Indeed, the patient may be suffering 
from a prolongation of the paralytic ileus or may be 
only experiencing gas pains coincident with recovery 
of the intestine from ileus. A period of 24 hours or 
more may be needed to arrive at a diagnosis, whereas 
developments during the subsequent hours may serve 
to reverse that decision. Inasmuch as inflammation 
and edema commonly play an important role in the 
early postoperative period, a number of these ob- 
structions are from soft, vascular adhesions and may 
be relieved completely by decompression therapy. 
This fact and the widespread impression that there is 
little risk of strangulation have resulted in overcon- 
fidence in dealing with such cases. However, an early 
postoperative obstruction is not necessarily due to 
fresh adhesions; it may be the result of old adhesions, 
or of volvulus, or of hernia through a postoperative 
defect, and strangulation does result in 10 per cent 
or more of early postoperative obstructions. There- 
fore, once obstruction is diagnosed in these patients, 
surgical exploration is in order unless relief by in- 
tubation is prompt and unequivocal. 


4. Patients Having Colon Obstruction with Marked 
Distention.— Immediate surgery is required when 
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acute colon obstruction is accompanied by marked 
distention. Otherwise, since many colon obstructions 
are of the closed-loop type, delay is apt to result in 


necrosis and perforation. Tube decompression of the 


small intestine must never be expected to relieve the 
greatly increased tension within an obstructed colon. 
The use of nasogastric suction is an important ad- 
junct, however, in order to prevent any increase in 
the distention already present. 

In obstructions of the small intestine it is usually 
practical and desirable to combine at one sitting the 
release of the obstruction and the definite treatment 
of the causative lesion. Although this is sometimes 
necessary in large bowel obstruction also, as in late 
sigmoid volvulus with gangrene, in the usual case of 
colon obstruction the reverse is true. Experience has 
demonstrated that when large bowel obstruction is 
the result of a chronic disease, such as carcinoma 
or diverticulitis, the ill effects of the obstructive epi- 
sode are superimposed upon the debilitation resulting 
from the causative lesion to the extent that surgical 
interference is not well tolerated, and one-stage or 
primary colon resection becomes unduly hazardous. 
By far the safest procedure for these patients is im- 
mediate surgery in the form of a palliative decom- 
pression of the distended colon, performed by estab- 
lishing an artificial vent—a colostomy—in the large 
bowel proximal to the obstruction, the site of ob- 


struction having been demonstrated by an emergency 
barium enema. 


5. Patients in Whom Obstruction Is Relieved Dur- 
ing Preparation.—Occasionally in certain types of 
obstruction relief will be effected, at least for the 
time being, during the process of preparing the pa- 
tient for operation. Obviously an emergency opera- 
tion becomes unnecessary if normal passage of gas 
by rectum is restored as a result of instituting upper 
intestinal decompression, or, as sometimes happens, 
during the course of evacuating the colon by enemas. 
However, the patient should be observed for any re- 
turn of symptoms, and diagnostic studies should be 
planned to determine the cause of the obstructive 
threat. Often an underlying lesion will be discovered 
which requires surgical treatment at a date of election. 

It should be emphasized that the resumption of 
passage of gas by rectum is the sole dependable sign 
of relief of the obstructive threat. This is particularly 
the case once gastrointestinal suction has been insti- 
tuted. After adequate decompression is effected, not 
only is vomiting prevented but also the cramping 
pains often disappear; in addition, the distention may 
be relieved materially. These beneficial effects of de- 
compression must not be taken for evidence that the 
obstruction has been released. They indicate only 
the relief of symptoms, and to interpret them other- 


wise is to ignore the strong possibility that the ob- 
struction actually persists. 
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CONCLUSION 


In conclusion, it can only be repeated that intesti- 
nal obstruction is a surgical emergency and that the 
emphasis in management is properly placed upon 
operative intervention. The delay prior to operation 
must be kept to a minimum. 


» Dr. Moore, Department of Surgery, University of Texas 
Medical Branch, Galveston. 


Diverticulosis of 
The Colon and 
Its Complications 


Medical or 
Surgical Problem? 


HERBERT A. BAILEY, M. D., and 
CECIL O. PATTERSON, M. D. 


Dallas, Texas 


HIS is a review of 1,197 cases in which colonic 
diverticula were demonstrated in an office prac- 
tice devoted to gastroenterology. There were 4,900 
colon studies on new patients during the review pe- 
riod, giving an incidence of 24.4 per cent diverticula 
in this group (table 1’). The reported incidence varies 


TABLE 1.—Incidence of Diverticulosis, 
January, 1951-January, 1956. 


Total cases 


Ria cy See sisea xi ere ee 
NR 85s cohen tec alends © astee cee 1,092 
Diverticulitis ......... bin saiciedhalatew 2a. Hn GeeeD 
Barium enemas ........ Cbs nee ia 7,189 
Enemas repeated for various reasons....... 2,289 
Enemas on new patients............ .... 4,900 
Incidence of diverticula in enemas (new)... 24.4% 
Incidence of diverticulitis in enemas (new).. 2.1% 


from 1 in 2507 to 25 to 30 per cent.1* This, then, is 
a common finding and its management should be 
fairly uniform. The diagnosis of diverticulitis is based 
on roentgenographic and clinical findings. Goulard 
and Hampton® have shown that the saw-tooth de- 
formity is not the result of inflammation per se. Of 
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70 patients hospitalized with diagnosis of diverticu- 
litis, made on basis of this roentgenographic finding, 
they found that only 35 had a clinically acceptable 
diagnosis of diverticulitis. 

The literature on this subject in the past five years 
has appeared predominantly in surgical journals, with 
emphasis on the elective surgical approach to diver- 
ticulitis to prevent the development of complications. 


Dr. Herbert A. Bailey and his 
co-author, Dr. Cecil O. Patter- 
son, are gastroenterologists in 
Dallas. This paper was presented 
before the Texas Society of 
Gastroenterologists and Proctol- 
ogists in Galveston, April 23, 
1956. 





In 4,900 barium enema examinations, 1,197 
cases of colonic diverticula were observed. A 
comparison was made of diverticulitis and di- 
verticulosis and of cases of diverticulitis man- 
aged in an office and those managed in a hos- 
pital. Little difference in symptoms was noted 
in office and hospital cases. Hemorrhage, ob- 
struction, fistulas, and probably abscess and per- 
foration are indications for surgery. 


Barborka and Texter? stated that diverticulitis per se 
always should be treated conservatively, with surgical 
intervention being reserved for the management of 
complications. We adhere to the latter policy in of- 
fice practice. To aid in arriving at a conclusion re- 
garding the soundness of this policy, a comparison of 
the cases of diverticulitis and diverticulosis was made. 
A comparison of this office series of diverticulitis 


TABLE 2.—Symptoms of Diverticulitis in 107 Office Cases 
and 434 Hospital Cases. 





Office Pa- Hospital 
Symptoms tients (No.)* Cases (%)t 
Onset 
Koehn 22; Ss LE eh 95 
NR hoa ha cra a rte 12 
DOM sors eet ck eb ae 50 
Left lower quadrant...... 61 16 
Cramping, general ......... 15 25 
Beigesttac: 0.526... Po ee 7 
ME io ioc hes Sosy Ae 3 
RE etre cic 3 creed apes 12 
Ges, Deosting......2:... ete 11 12 
Bowel habits 
Ree ere rare 60 
Constipation ........-..... ho 30 16 
IOMSEORR . 5s aed 15 12 
pubeiee. os S. 8 
Nausea, vomiting .......... 3 26 
I Fes Sea ign: Sieg age 13 16 
BiG6h in 606G) =. ous eat. 10 15 


“For practical purposes, these are percentage figures also. 
+After Patterson, C. O.: Diverticulitis of the Colon, Gas- 
troenterology 18:201-206 (June) 1951. 
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with a previously reported series of hospital cases of 
diverticulitis from Dallas!® also was made. 

The symptoms of the diverticulosis group were 
those either of an associated disease or of functional 
bowel distress. Table 2 reviews the symptoms in the 
cases of diverticulitis in this series and indicates little 
difference between the hospital and the office group, 
except as regards nausea and vomiting. Nausea and 
vomiting were greater in the hospital group, and this 
indicates a greater severity of the disease as manifest 
by obstruction, either paralytic or mechanical, in the 
hospital cases. Table 3 gives additional comparative 


TABLE 3.—Comparison of Dwerticulosis and Diverticulitis. 
Diverticulosis Diverticulitis 
(No. Patients) * (No. Patients) 


Total patients ; 1,092 107 
Weight 
Normal ; 811 75 
WU Syecr. sy ee 232 27 
Underweight 49 5 
Increase alb 35 6 
Dectease.. > .!.2 2... 118 16 


Stable . 939 85 
Blood in stool 


26 10 
Chemical a 250 30 


816 67 
Bowel habit 


Regular .... 698 62 
Constipation 267 30 
eee 101 13 
Alternating x 26 2 
Site 
659 58 
Ascending and sigmoid 371 37 
Entire colon ih 45 12 
ASCOAMINS.. ........,....- 17 0 
Physical examination ... 0 29 


*Figure divided by 10 equals approximate percentage. 


data. When it is borne in mind that these figures 
are approximations of percentages, it is apparent that 
bleeding occurs more often in diverticulitis and that 
the physical examination is more helpful than in di- 
verticulosis. Weight, bowel habit, and location of the 
diverticula are similar. Stanton’* noted gross bleed- 
ing in 28 per cent with massive bleeding in 10 per 
cent of 131 cases of diverticulitis or diverticulosis. At 
New Orleans Charity Hospital 37 of 76 patients ad- 
mitted for complications of diverticulosis bled mod- 
erately to massively.1* Hoar and Benard® noted that 
16 per cent of 236 patients with diverticulosis bled. 

Table 4 compares the complications in the office 
group with those in the hospital group.’° The per- 
centile frequency is about the same, but only 12 of 
the office patients had complications of such severity 
that they were hospitalized. 

As shown in table 5, there is no definite relation- 
ship between diverticulitis and associated diseases. 
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The relationship between age of the patient and 
duration of the disease may be seen in tables 6 and 7. 
First, it is obvious that diverticulosis is seen at an 


earlier age than diverticulitis. After giving 2,000 


TABLE 4.—Comparison of 434 Hospital Cases in Dallas* 
with 107 Office Cases in Gastroenterologic Office. 


Hospital r~ Office 

Patients % Patients % 

Colonic obstruction ... . 36 8.3 7.4 
Complete .. 3 2.8 
UE ES el, 10 4.6 
Unspecified ........ 23 

Perforation .....:...... 26 . 7.4 

RUS. 6 ph 3 bce a gs 23 : 1.0 
Abdomiesl .:....... . & 
Vesicocolic ve 7 
Perineal . . 2 1 1.0 
Rectovaginal . . 1 

ree , 1l¢+ 10.2 

Generalized peritonitis .... 14 j 1 1.0 

Anemia a : 14 

Neoplasms eile i 46 
Benign eee 3 2.8 
Malignant 1.8 

Obstruction of small intestine 

Adhesions ee 

Foreign body concretions ; 

Vesical ulceration § 1.8 


Complication 





*Patterson, C. O.: Diverticulitis of Colon, Gastroenterol- 
ogy 18:201-206 (June) 1951. 

+Primarily roentgen diagnosis. 

tBladder and cecum. 

§Irritation, not actual ulcer. 


consecutive enemas at Massachusetts General Hos- 
pital, Welch and others'* reported no diverticulosis 
or diverticulitis in patients less than 35 years of age. 
There were 22 patients with diverticulosis younger 
than 30 years of age in our series. Second, some of 
the patients in the older age groups in our series had 
known diverticulosis before an attack of diverticulitis, 
but the average duration of the diverticulosis is short, 


TABLE 5.—Associated Diseases in 107 Cases of Diverticulitis. 





Disease No. Cases 


Duodenal ulcer ..... 

Gallstones 

Pulmonary disease .. 

Rectal polyps 
Carcinoma of bladder... 
Carcinoma of cecum ek 
Arteriosclerotic heart disease ... . 
Hiatus hernia 

Psychosis . 


Cirrhosis . 
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indicating that this condition had not been a problem 
and, therefore, the inflammatory process first called 
these outpouchings to the attention of patient and 
physician. Third, in the short period of this study, an 
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COLONIC DIVERTICULA — Bailey & Patterson — continued 








average of 2.9 years has lapsed since the last conser- 
vatively managed attack of diverticulitis. All attacks 
of diverticulitis were simple except in 24 patients, 
who had a total of 55 attacks. The usual duration 
between attacks was 1 to 3 years; the longest duration 
observed was 10 years. 
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Twelve patients, or 11 per cent, required 18 op- 
erative procedures for complications of diverticulitis. 
Only 3 patients having multiple attacks required 
surgery. 

There were no deaths from diverticulitis in this 
series of 107 patients. 























TABLE 7.—Breakdown of Experience with Dwerticulitis. 
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DISCUSSION 








Two cases of perforation of diverticulosis, without 
diverticulitis, recently have been reported.* Diver- 
ticulitis, therefore, is not necessary for complications. 

The mortality rate in surgically treated diverticu- 
litis is 2.3 to 3.5 per cent.) 3.5.9 14 These are statis- 
tics which include those patients requiring emer- 
gency as well as elective surgery. Our surgical col- 
leagues would like to reduce this mortality and the 
important surgical morbidity.* 51°14 They believe 






































rer Age Groups (Yr.) 
40-49 50-59 60-69" 70+ 


Total Cases (No. ) 


94 3.8 


The longest known duration of diverticulosis, uncomplicated, is 24 years. 









that reduction in mortality and morbidity could be 
accomplished with elective resection. 

The usual complications of abscess, perforation, 
hemorrhage, obstruction, and fistula formation are 
clear-cut indications for surgery, with the possible 
exception of the first two. Ideally, surgical attack 
on diverticulitis is delayed until the inflammatory 
process is quiescent. In effect, the goal of medical 


TABLE 6.—Distribution of Diverticulosis and Diverticulitis by Age Groups. 
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201 277 266 110 31 985 


25 38 30 8 3 107 
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management is the same, that is, to convert diverticu- 
litis to diverticulosis. That such may be the case is 
exemplified by Mr. M. F., a 49 year old white man, 
complaining of pain of one week’s duration, aggra- 
vated by ambulation, located in the left lower quad- 
rant of the abdomen, sometimes severe and cramp- 
ing but continuously present. Roentgen examination 
demonstrated the presence of diverticulitis with ex- 
trinsic pressure defect of an abscess. One month 
later, examination demonstrated the complete clear- 
ing of the pressure defect and return of lumen of 
bowel to normal caliber after medical treatment. This 
sequence occurred 3 times in the present series, in 
which cases no indication for surgery now exists. 

Should indications for surgery include repeated at- 
tacks in the face of medical management and diver- 
ticulitis in patients younger than 50 years? The pe- 
riod of observation and number of patients in this 
series is inadequate to answer these questions spe- 
cifically. However, there were no deaths in this series 
in which operation was done only for the aforemen- 
tioned clear-cut complications. Only 12.5 per cent of 
the patients with multiple attacks required surgical 
approach, compared with 11 per cent for the total 
series of diverticulitis. 





SUMMARY 


A review of 1,197 cases of colonic diverticula is 
presented. This constitutes a 24.4 per cent incidence 
in 4,900 barium enema examinations. 

There is little difference between the symptoms 
of office patients and hospital patients with diver- 
ticulitis except in severity. 
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COLONIC DIVERTICULA — Bailey & Patterson — continued 


Gross bleeding occurred in 9.3 per cent of the di- 
verticulitis group. No massive hemorrhage occurred. 


There is no primary link between diverticulitis and 
other diseases in this group. 


In the limits of this study, medically treated diver- 
ticulitis patients have thus far lived an average of 
2.9 years without subsequent attack. 


The question regarding elective prophylactic sur- 
gery is raised and not answered with certainty. From 
the data presented it seems that in most instances 
there is little to be gained by electric surgery, and 
perhaps an occasional localized perforation or small 
abscess may be managed without surgery in some 
instances. 
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Foods May Help Produce Goiter 


Evidence that overconsumption of certain foods may lead 
to the development of goiter was reported by Dr. Monte A. 
Greer, Portland, Ore., at an October symposium at the Uni- 
versity of Michigan Medical School, Ann Arbor, in coopera- 
tion with the National Vitamin Foundation. Dr. Greer said 
that high amounts of goitrin, a goiter causative compound, 
has been isolated in rutabaga, turnip, and certain other 
vegetables. Dr. Greer emphasized that ingestion of vegeta- 
bles known to contain progoitrin has not yet been shown 
to be a significant factor in the etiology of goiter, but that 
this might be a possibility in the development of goiter in 
man. 
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Surgical 


Management of 


Chronic 
Nonspecific 
Ulcerative Colitis 


ROBERT J. ROWE, M. D., M.S. 


Dallas, Texas 


URING the past decade incomparable advances 
have been made in the surgical treatment of 
chronic nonspecific ulcerative colitis. Fortunately, it 
has been a relatively rare surgical entity in the 
Southwest. A recent study”® of the available records 
at Baylor University and Parkland Memorial Hos- 
pitals in Dallas indicates that the incidence of ulcera- 
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With chronic nonspecific ulcerative colitis, such 
indications as intractability, pseudopolyposis, car- 
cinoma, severe anorectal complications, severe 
systemic manifestations, stricture of the colon or 
rectum, or obstruction warrant surgical interven- 
tion. The treatment of choice is usually total 
colectomy with simultaneous combined abdomino- 
perineal resection and ileostomy. A new eversion 
type of ileostomy offers great promise. 


tive colitis is increasing. Certainly, this is true from 
the surgeon’s viewpoint since a greater number of 
patients with this disease are being subjected to sur- 
gery. At Parkland Memorial Hospital no ileostomies 
had been performed for ulcerative colitis prior to 
1950 and only 3 subsequent to that time. Prior to 
1950 records of only 2 ileostomies for ulcerative co- 
litis could be found at Baylor University Hospital. 
Since 1950 approximately 30 patients have been sub- 
jected to ileostomy and concomitant or subsequent 
total or subtotal colectomy with or without combined 
abdominoperineal resection. More than half of these 
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ULCERATIVE COLITIS—Rowe—continued 


operations have been performed during the past two 
years. The experience which has been gained from 
the management of 16 of these patients (2 of the 
cases being for major ileostomy revisions) will form 
the basis for this presentation, which will include a 
brief review of the historical background, indications 
for surgery, and present day surgical management of 
chronic nonspecific ulcerative colitis with emphasis on 
the revolutionary mucosal eversion type of ileostomy. 


HISTORICAL BACKGROUND 


Although ulcerative colitis is considered a relative- 
ly new surgical disease, according to Saundby”® it was 
first mentioned as a disease entity by Wilks in 1859 
and described in more detail by Wilks and Moxon*® 
in 1875. White** first suggested diversion of the 
fecal stream by colostomy in 1895. Colotomy was 
performed by Keith!® in 1895, appendicostomy by 
Weir®® in 1902, and cecostomy by Boas® in 1903. 
These procedures were designed primarily for the in- 
stillation of medications and cleansing of the bowel 
rather than for diversion of the fecal stream. Gar- 
lock!* gave credit to Howard Lillienthal for perform- 
ing the first subtotal colectomy and ileosigmoidostomy 
in 1900. In 1913 J. Y. Brown’ described a technique 
for ileostomy with complete division of the bowel and 
closure of the distal end. During the years from 1919 
to 1925 Logan,!* Yeomans,** and Strauss*® performed 
colectomy and ileosigmoidostomy for ulcerative colitis 
while Payne, Reinhoff,?* and Jones’ used ileosig- 
moidostomy for this disease. The first total colectomy 
of record was reported by Strauss, Freidman, and 
Block®® in 1925. 

It remained, however, for Rankin and Bargen®: *: 78 
in 1930 to initiate the modern day surgical treatment 
of ulcerative colitis. They proved that the use of sub- 
total colectomy and ileostomy for the cure of ulcera- 
tive colitis and the rehabilitation of invalids suffering 
from this disease was feasible. Subsequent to that 
time there has been a rather widespread use of sur- 


TABLE 1.—Comparison of Mortality Rates for Ileostomy. 


Year Author Mortality (%) 


1932 Rankin 
1932 Rankin 
1939. Bargen 
1941 Cave 
1947 Lahey 
1952 Lahey 


Procedure 


Emergency ileostomy 

Elective ileostomy 50 

Total ileostomies (185).. 30 (6 mo.) 
Total ileostomies (34)... 24 

Total ileostomies (150).. 18 

Total ileostomies (102).. 2 


gery in the treatment of ulcerative colitis, and the 
indications have become more standardized although 
some are still controversial at this time. There has 
been a marked decrease in the mortality following 
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the surgical treatment of ulcerative colitis during the 
past 20 years. The decrease in the mortality is pre- 
sented in table 1. At the present time the use of 
newer techniques in the construction of the ileostomy 
appears to have initiated a new era in the surgical 
treatment of chronic ulcerative colitis. 


INDICATIONS FOR SURGERY 


There is a difference of opinion in regard to the 
indications for the surgical management of chronic 
nonspecific ulcerative colitis. Pollard?? stated recent- 
ly that approximately 10 per cent of the patients 
with this disease at the University of Michigan were 
subjected to surgery. Cattell® remarked that, although 
treatment was initiated at the Lahey Clinic by the 
department of gastroenterology in all patients with 
this disease, approximately 40 per cent still required 
surgery. Perhaps the latter figures are not a fair in- 
dex to the number of patients with this disease who 
must be subjected necessarily to surgery, since many 
patients are referred to the Lahey Clinic with the idea 
of surgery initially. Certainly, the percentage of pa- 
tients who can be managed successfully by medical 
therapy varies widely, but the average appears to be 


TABLE 2.—Indications for Surgical Intervention in Chronic 
Nonspecific Ulcerative Colitis. 


Definite. 
Intractable disease. 
Pseudopolyposis or polypoid formation. 
Carcinoma. 
Severe anorectal complications (multiple fistulas, rectova- 
ginal fistulas, or severe abscesses). 
Severe systemic manifestations (arthritis, pyoderma gan- 
grenosum, hepatitis) . 
Stricture of the colon or rectum. 
Obstruction. 
Controversial. 
Acute severe fulminating disease. 
Massive hemorrhage. 
Impending subacute or acute perforation. 
Segmental disease. 





somewhere in the neighborhood of 70 to 75 per cent. 
It should be stated emphatically that the treatment 
of nonspecific chronic ulcerative colitis is primarily 
medical. The medical treatment of this disease is 
highly specialized and is just as important as a special 
knowledge of its surgical management. 

The indications for surgery may be divided into 
two categories: (1) definite and (2) controversial. 
These have been enumerated in table 2. 


DEFINITE INDICATIONS 


Opinions are more or less congealed in regard to 
the definite indications for surgical intervention in 
severe ulcerative colitis. 
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ULCERATIVE COLITIS—Rowe—continued 


Intractability is difficult to define and is sometimes 
directly proportional to the ability, patience, and per- 
severance of the physician who is carrying out the 
medical treatment. In the severely ill group of pa- 
tients treatment should be carried out jointly by the 
gastroenterologist or internist and a surgeon who has 
been trained specially in the surgical management of 
chronic ulcerative colitis. Surgery is indicated in any 
patient who has been incapacitated for normal activi- 
ties or gainful occupation for long periods of time in 
spite of adequate medical management. One cannot 
place a definite period of time as a guide for surgical 
intervention since some patients may be incapacitated 
completely for a year and then completely rehabili- 
tated. However, when a person has been ill with 
ulcerative colitis intermittently for a period of several 
years and then is incapacitated for three or four 
months of the preceding year, removal of the colon 
is indicated. 


Although there is no definite evidence that pseudo- 
polypoid disease is related to the formation of carci- 
noma in patients with chronic ulcerative colitis, in a 
group of 41 patients with carcinoma and ulcerative 
colitis the incidence of polyposis was 58.5 per cent.?7 
It is impossible to distinguish between true adeno- 
mas, small carcinomas, and pseudopolyposis. Since 
the latter is a result of severe disease with destruction 
of the mucous membrane and subsequent healing, 
pseudopolyposis is considered a definite indication for 
surgical intervention. 

Carcinoma which occurs concomitantly with ulcera- 
tive colitis has been almost uniformly fatal because 
of its highly malignant characteristics. Only a few 
instances of five year survivals have been reported 
in the literature. These have occurred primarily in 
patients in whom carcinoma was an incidental find- 
ing at the time of pathologic examination postopera- 
tively. Lahey’? has stated that approximately 30 per 
cent of the patients at his clinic who had had the 
disease for more than 10 years developed carcinoma. 
In a small group of patients who survived 10 years, 
Dukes!® found the incidence of carcinoma to be al- 
most 50 per cent. 


In Bargen’s** group of 41 patients with ulcerative 
colitis and carcinoma the average duration of the dis- 
ease was 16.8 years. In one of our patients, a 26 year 
old white man who had had ulcerative colitis since 
the age of 9 years, 3 separate primary adenocarci- 
nomas and 1 preinvasive carcinoma were present. In 
any patient with long standing ulcerative colitis, the 
presence of any lesion which possibly could be carci- 
noma is an indication for surgical intervention. 

The other complications, which are listed under 
definite indications, usually are present in variable 
combinations, and the decision in regard to surgery 
is not so difficult. Severe anorectal complications and 
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stricture formation are probably the most common in 
this group. Simple anorectal complications are not 
an indication for surgery since in many instances sim- 
ple fistulas, fissures, and crypts may be excised during 
a quiescent stage with satisfactory healing. Attention 
should be called to that devastating complication, 
pyoderma gangrenosum, which frequently responds 
only to removal of the diseased bowel. 


CONTROVERSIAL INDICATIONS 


Adversity of opinion exists in regard to the insti- 
tution of surgery for some of the more severe compli- 
cations. This is particularly true of patients with acute 
fulminating ulcerative colitis. These should be di- 
vided into two categories, those with severe disease 
and those with moderately severe disease. Perhaps 
only 5 per cent of the acutely ill patients will fall 
into the severely ill category, and surgery is indicated 
in all of these patients. The criteria for deciding 
which patients should be placed in this group are in- 
definite. Surgery should be resorted to only after an 
adequate trial of medical therapy. The decision as to 
when this trial of medical therapy has been adequate 
is extremely difficult and should be reached jointly 
by the medical and surgical consultants. If a patient 
has not responded to medical treatment after a period 
of 7 to 10 days, continued treatment usually is of no 
avail and surgery should be instituted. The treatment 
of choice in these persons is ileostomy, total colec- 
tomy, and combined abdominoperineal resection. 
ACTH and cortisone may be helpful in inducing re- 
missions in these patients in preparation for surgery. 

Among surgeons it is a consensus that uncontrolled 
massive hemorrhage is a definite indication for sur- 
gical intervention. There are still some gastroenter- 
ologists and internists who think that this complica- 
tion is treated best by conservative management. 
Again, the treatment of choice is ileostomy, total 
colectomy, and combined abdominoperineal resection. 

The diagnosis of perforation or impending per- 
foration of the colon in patients with fulminating 
disease is extremely difficult, and the decision as to 
surgical intervention must be made on an individual 
basis. It is impossible to lay down the criteria for the 
diagnosis. Surgery appears to be advisable when one 
is in a quandary as to the presence of frank perfora- 
tion in the patient who is acutely ill with ulcerative 
colitis. The entire bowel should be removed as an 
emergency procedure. Crile and Turnbull" lost only 
2 patients of 41 who fell into this category. 

Segmental ulcerative colitis has not been encoun- 
tered in this small series. There are some who be- 
lieve that this is a questionable entity and that the 
entire bowel always is involved with certain segments 
having more advanced disease. Nevertheless, good 
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results have been reported following segmental resec- 
tion and anastomosis in carefully selected cases. This 
is a relatively infrequent form of the disease. 


RECENT ADVANCES 
IN TECHNIQUE 


Subsequent to Rankin’s demonstration that ileos- 
tomies and colectomies could be performed without 
a prohibitive mortality, the introduction of the Rut- 
zen bag in 1937 was the most monumental advance 
in the surgical management of chronic ulcerative co- 
litis. The use of this bag and its various modifica- 
tions resulted in an entirely different outlook for the 
patient with a permanent ileostomy. During the next 
decade the surgical treatment of ulcerative colitis be- 
came somewhat standardized. Stage procedures were 
employed usually with ileostomy as the first stage, 
and subsequent subtotal colectomy, and later com- 
bined abdominoperineal resection. In many instances 
the diseased bowel and rectum were left in place for 
indefinite periods of time. 
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Fig. 1. Incision for total colectomy and site of ileostomy. 


The first important of the most recent advances in 
the surgical management of the patient with ulcera- 
tive colitis was the introduction of simultaneous ileos- 
tomy and total colectomy (without abdominoperineal 
resection) in March, 1949, by Miller and his asso- 
ciates.!® Almost simultaneously similar results were 
reported by Cave,® Bacon,? Waugh and Black,®* Crile 
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and Turnbull,’ and Dennis.!* In 1951 Ripstein®® and 
also Crile and Turnbull’? recommended the use of 
ileostomy and simultaneous colectomy with combined 
abdominoperineal resection. The latter authors also 
recommended the use of this procedure for the acute 
severe fulminating ulcerative colitis patients and those 
with massive hemorrhage. The one stage procedure 
has been employed in 10 of our patients with excel- 
lent results. In a recent panel discussion? in Phila- 
delphia, members of the panel collectively accounted 
for more than 100 consecutive ileostomies with simul- 
taneous total colectomy and combined abdominoperi- 
neal resection without mortality. 


The next and possibly the greatest advance, which 
has simplified postoperative care, has been made in 
the technique of ileostomy construction. The mucosal 
eversion type of ileostomy was described by Brooke® 
in 1950. The advantages of this type of ileostomy 
were not recognized in this country until after Turn- 
bull explained so brilliantly the mechanism of ileos- 
tomy dysfunction. The logic of his explanation was 
recognized immediately by those who had experience 
with ileostomies. To correct the dysfunction, which 
usually occurred after the seventh day from the serosi- 
tis and induration of the ileostomy stoma, Turnbull** 
first recommended denuding the distal one-half of 
the ileostomy and everting the mucous membrane 
which was sutured to the skin in order more rapidly 
to mature the ileostomy. This soon resulted in a 
technique of maturation of the ileostomy at the time 
of the initial surgery and was called the mucosal- 
grafted ileostomy.1? This consisted of denuding the 
distal one-half of the ileostomy stoma so that a cuff 
of mucous membrane could be turned over the ex- 
posed serosa and sutured to the skin. The full thick- 
ness eversion type of ileostomy which was recom- 
mended by Brooke is a much simpler procedure. A 
modification of this was described by Ault’ and has 
been employed in 10 patients (2 ileostomy revisions) 
with excellent results. Only 1 patient has remained 
in the hospital more than 14 days. Obstruction of 
the terminal ileum occurred on the eighth postopera- 
tive day from adhesions at the line of suture of the 
pelvic peritoneum. This patient was discharged on 
the sixteenth postoperative day. 

It is not possible to describe in detail the technique 
of total collectomy, combined abdominoperineal re- 
section, and ileostomy, but this is not necessary since 
it has been done in other publications. However, a 
few pertinent comments should be made in regard to 
technique. A left paramedian incision has been used 
in most patients, and more recently a midline in- 
cision has facilitated opening and closing the abdo- 
men. This is important not only because of the time 
saved in a long procedure, but also because it pre- 
serves the skin on both sides of the abdomen, which 
may be useful for future revision of the ileostomies 
which is often necessary. The entire colon is mobil- 
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ized down to the rectosigmoidal area, and then the 
ileostomy is constructed. If the patient is not doing 
well, the operation can be stopped at this point, but 
this has not been necessary in any patient. The de- 


tails of the construction of the eversion type of ileos- 
tomy have been depicted in figures 1, 2, 3, and 4. 
In the past it has not been our policy to close the 
_ tight colic gutter following ileostomy. Since 2 of 
our last 10 patients have developed volvulus with 
obstruction in less than one year following operation, 


Involvement of terminal 
ileum determined by 
frozen section; tissue 
removed as indicated. 


Ky" 
<p 
o 


Adequate blood supply to 
mobilized ileum insured 
by dividing vessels 

proximal to first arcade. 


Fig. 2. Continuation of the eversion type of ileostomy: The ileum is prepared as 
noted in the drawing after the entire colon is mobilized down to the rectosigmoid. 
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Fig. 3. Continuation of the mucosal eversion type of ileostomy: Small pieces of 
fasciae are removed and cruciate incisions are made in the muscles of the abdom- 
inal wall to insure an adequate but snug opening of the ileostomy. 
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in the future unless the maneuver is exceedingly dif- 
ficult because of edema of the mesentery of the small 
bowel, the gutter will be closed lateral to the ileos- 
tomy. It is extremely important to make an ade- 
quate opening in the abdominal wall. Portions of 
fasciae are removed, and cruciate incisions are made 
in the muscle and fasciae. After the ileostomy has 


Fig. 4. Final step in the eversion type of ileostomy: The 
mesentery is attached to the abdominal wall. In view of 
the high incidence of volvulus, closure of the lateral gut- 
ter usually is indicated. 


been constructed, the combined abdominoperineal re- 
section is carried out. In the male, to prevent im- 
potence, it is extremely important to remain close to 
the rectum and also preserve the hypogastric plexus. 
In 4 male patients there has been no disturbance of 
potency. 


SUMMARY AND CONCLUSIONS 


The historical background of the surgical treatment 
of chronic nonspecific ulcerative colitis has been re- 
viewed. 


The indications for surgery have been discussed 
briefly. 


Advances in technique have been described with 
emphasis on the mucosal-eversion type of ileostomy. 


At the present time it is a consensus that when 
surgery must be instituted for ulcerative colitis the 
treatment of choice is usually total colectomy with 
simultaneous combined abdominoperineal resection 
and ileostomy. 
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Incidence of 
Psychoses in Texas, 


1951-1952 


E. GARTLY JACO, Ph.D. 


Galveston, Texas 


TUDIES of the incidence of mental disorder for 
entire states have omitted patients obtaining di- 
agnosis and treatment from psychiatrists in private 
practice, basing their rates entirely upon first admis- 
sions to hospitals.*:*:7 Surveys that have included 
private patients have been confined largely to health 
districts, cities, or counties,5. *® while some surveys 
at this level did not include private patients.’ ?»® As 
a consequence, studies that omit private patients run 
a risk of socio-economic bias while those confining 
their range to smaller areas are extremely limited in 
the extent of generalizing to larger and more repre- 
sentative populations. | 


E. Gartly Jaco, Ph.D., associate 
professor of psychiatry (sociol- 
ogy) at the University of Texas 
Medical Branch, presented this 
paper for the Texas Neuropsy- 
chiatric Association in Galves- 
ton, April 22, 1956. 


This preliminary report of a survey of psy- 
choses in Texas suggests that the chances of 
becoming psychotic in this state differ within 
the population, by area, and by certain social 
characteristics. 


This is a preliminary report of a survey, supported 
by the Russell Sage Foundation and the Hogg Foun- 
dation for Mental Hygiene, to estimate the incidence 
of psychosis in the population of Texas, and to de- 
termine the possible relationship of this extreme 
form of mental illness to an array of socioeconomic 
and demographic factors. Since analysis of the data 
is still going on, only some of the major findings 
can be given at this time. 

The study was confined to include all inhabitants 
of the state of Texas who sought psychiatric treat- 
ment and care for a psychosis for the first time in 
their lives during the two year period of 1951-1952. 
Persons who were diagnosed as having a type of 
mental disorder other than a psychosis, or who were 
known to have received treatment at a time other 
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than during the study period, or who were transients 
in the state were discarded. Data were obtained from 
psychiatrists in private practice during this time, and 
from all of the private, Veterans Administration, 
city-county, and state mental hospitals in Texas. The 
states bordering Texas also were canvassed, and many 


patients were picked up who had received treatment 
out of the state. 


HYPOTHESES 


The major hypotheses studied were 

1. The probability of acquiring a psychosis would 
not be random or equal within the population. 

2. Inhabitants of different areas would exhibit dif- 
ferent incidences of psychosis. 

3. Persons with different social attributes or affil- 
iations would have different incidences of psychosis. 

If these hypotheses could be substantiated, then 
another purpose of the study would be to determine 
what particular social characteristics might be asso- 
ciated with psychotic persons in an attempt to ex- 
plore the social etiology of mental disorders. 


FINDINGS 


The survey was initiated in March, 1955. As a 
result of remarkable cooperation from the psychia- 
trists and hospitals of Texas and the surrounding 
states, a total of 11,304 new psychotic cases were 
found for the two year period. 

Data on the following factors were obtained: 
county and subregion of the patient’s residence; 
rural-urban location; age; sex; major ethnic group; 
diagnosis; marital status; occupational class; educa- 
tion; length of Texas residence; and church affilia- 
tion. Several of the latter items of information were 
enot as readily obtainable as the former. 

Rates were computed for the 27 economic sub- 
regions of the state previously determined by the 
census bureau. Such areas are delineated on the basis 
of a homogeneous economic base. The original plan 
to use counties as the basic study area was abandoned 
because of the few cases found in some counties 
which allowed the possibility of unstable rates to 
occur in the less populated counties. Cases for the 
two year period were averaged into a more stable 
annual rate for the economic subregions. 

Because of their potential sources of distortion, in- 
cidemce rates were adjusted for the age, sex,: and 
major ethnic (Anglo-American, Spanish-American, 
and nonwhite) distribution of the population within 
each of the subregions of the state. The “standard 
population” was the ‘1950 population of Texas. 


TEXAS State Journal of Medicine, FEBRUARY, 1957 


GENERAL RATES 


Texas is generating nearly 1 new psychotic case 


‘per year per 1,000 population, or 75 per 100,000 


population per year. This rate is equivalent to the 
rate of first admissions to mental institutions for the 
United States for the same period. About 5 new 
functional psychotics are being diagnosed and treated 
per 10,000 population per year, 1 old age psychotic 
per 10,000 population each year, and nearly the same 
(about 1 per 10,000) for the organic psychoses. 
Males of Texas are becoming psychotic at a rate of 
70 per 100,000 per year, while somewhat more fe- 
males are at a rate of 78 per 100,000 per year. Tex- 
ans are becoming functionally psychotic at an annual 
rate of 50 per 100,000 population, acquiring the old 
age psychoses at a yearly rate of 1 per 100,000, and 
becoming organically psychotic at an annual rate of 
about 9 per 100,000 population. Anglo-Americans 
in Texas are becoming psychotic at a rate of 82 per 
100,000 per year, nonwhites at a rate of 57 per 
100,000 per year, and Spanish-Americans at an an- 
nual rate of 42 per 100,000 population. 


GEOGRAPHIC DISTRIBUTION 


When standardized for age, sex, and ethnic group, 
highest average annual incidence rates for all psy- 
choses were found to be highest along most of the 
Gulf Coast, extending westward to parts of central 
Texas. Lowest rates were found in west Texas, South 
Plains area, and the Dallas-Fort Worth subregion 
(fig. 1). 


Availability to psychiatric facilities often has been 
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A - Highest Quartile 
~ madsd quarttie 

EE] - Second Quartile 
C] - Lowest Quartile 


Fig. 1. Incidence of psychoses by rates adjusted for age, 


sex, and ethnicity by economic subregions, Texas, 1951- 
1952. 
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regarded as a source of bias in incidence rates for 
areas. A rank-order correlation of .40 was found be- 
tween the number of psychiatrists in private prac- 
tice in the subregions and the rate in such areas. 
Although this is a significant correlation in cerms of 
stability, it is obviously not sufficient to account for 
most of the distribution pattern. A correlation of 
only .38 was obtained between the incidence rates 
and number of psychiatric beds for the subregions, 
which was statistically insignificant. Consequently, 
the pattern of distribution of these rates cannot be 
explained sufficiently in terms of the availability of 
psychiatric facilities in different parts of the state. 


DISTRIBUTION BY DIAGNOSIS 


The functional psychoses, schizophrenia, affective 
reactions, involutional, and paranoid states, were 
found to be highest in the Gulf Coast, east Texas, 
extreme Rio Grande Valley, and the Hill Country. 
The west and north Texas subregions had the lowest 
incidence of these disorders (fig. 2). 


ee - Highest Quartile 


GY - Third Quartile 


Fg - Second Quartile 
C] - Lowest Quartile 


Fig. 2. Incidence of functional psychoses by adjusted 
rates by economic subregions, Texas, 1951-1952. 


The second diagnostic grouping consisted of cere- 
bral arteriosclerosis and senile dementia, the so-called 
old age psychoses. Figure 3 shows that the pattern 
of distribution of these disorders varied considerably 
from that of the functional psychoses. Highest rates 
were found in the Panhandle, South Plains, El Paso 
County, the Valley, and parts of north and central 
Texas, while the “piney-woods” cut-over area of east 
Texas, Harris and Jefferson Counties, and the Ed- 
wards Plateau subregions exhibited the lowest in- 
cidence. 


For the organic psychoses, including toxic and 
paretic psychoses, the picture again shifted markedly 
compared to the other disorders. The entire Gulf 
Coast, Valley, and southern parts of the state, along 


Fig. 3. Incidence of old age psychoses by adjusted rates 
by economic subregions, Texas, 1951-1952. 


with Travis and McLennan Counties, had the highest 
rates. The Hill Country and most of west, north, 
and east Texas had the lowest incidence (fig. 4). 


as 


p 
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Fig. 4. Incidence of organic psychoses (brain syndromes) 
by adjusted rates by economic subregions, Texas, 1951- 
1952. 


The fact that the distribution of these three major 
categories of psychoses differed remarkably around 
the state indicates that different factors seemingly 
affect the onset and seeking of treatment for these 
types of mental disorders. 
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AGE AND SEX 


Age was positively correlated with incidence of 
psychoses, the rate increasing with advancing age. 
Females exhibited a higher total rate than males. 
Females had higher rates than males for all age levels 
up through age 54. After age 55, the rate for males 
was higher than for females of the same ages. These 
factors are summarized in table 1. 


TABLE 1.—Aznnual Incidence Rates of Psychoses by Age and 
Sex, per 100,000 Population, Texas, 1951-1952. 


Age Groups Females Total 


Under 15 Piwoseks : 1.0 1.1 
195249). <.: . 48.2 46.0 
Pewee! oP ysl : 119.6 106.2 
35-44 : 129.4 117.0 
45-54 Bs : 136.4 124.9 
55-64 F 127.2 132.8 
65+ . “3 i 140.8 163.4 


Adjusted rate: ; T19 73.6 





ETHNIC DIFFERENTIALS 


The Anglo-American population exhibited higher 
rates than Spanish-American and nonwhite popula- 
tions in Texas (table 2). The Spanish-American 
group showed the lowest incidence of all three ma- 
jor ethnic groups, with the nonwhites falling in 
between. Both Anglo-American males and females 
showed a consistent increase in rates with advancing 
age, with the females having higher rates until age 
55 and beyond. Spanish-American females also ex- 
hibited a higher total incidence than Spanish-Ameri- 
can males, and for all age levels except 15-24 and 55 
and over. The outstanding exception was the higher 
total incidence for nonwhite males over nonwhite 
females. Rates at various age levels for both non- 
white males and females was erratic, with the males 
higher than females at ages 15-44 and 55 and older. 

For the males, the Anglo-Americans showed high- 
er rates than Spanish-American and nonwhite popu- 
lations, except between the ages of 15 and 34 when 


the nonwhite males had the highest rates. The non- 
white females exhibited higher rates under age 14 
than the Anglo-American and Spanish-American fe- 


-males. The Anglo-American females had the highest 


rates of the three ethnic groups of females at all 
other ages. 

The distribution of psychotics by major ethnic af- 
filiation also varied markedly in the state. Highest 
incidence of all psychoses for the Anglo-American 
cases occurred along the Gulf Coast, in south and 
east Texas, and in the Hill Country. Lowest incidence 
was found in west and north central Texas. For the 
Spanish-American patients, highest rates were found 
in all of east Texas and most of the north-central 
region while lowest rates were found to be scattered 
in the Big Bend area, north-central strips, and cen- 
tral and southern parts of the state. Highest rates 
for the nonwhite population occurred in the entire 
west Texas region from the Panhandle down to the 
Big Bend country and scattered areas in north-central 
Texas, and Travis and Harris Counties. Lowest rates 
for the nonwhites were found in most of the Gulf 
Coast, east Texas, the extreme Valley, Edwards Pla- 
teau, and the Hill Country. Statistical correlations 
found for the rates of the subregions between the 
Anglo-American and Spanish-American psychotics 
was .18; between Anglo-Americans and nonwhites, 
-.07; and between Spanish-American and nonwhites, 
—.03; all being insignificant. These differentials sug- 
gest strongly the impact of subcultural groups upon 
the incidence of psychosis. 


OCCUPATION 


Occupational status at the time of onset of psy- 
chosis was found to be a significant differential be- 
tween categories of work and between the sexes. By 
rates standardized for age, sex, and ethnic affiliation, 
the unemployed exhibited the highest total incidence. 
Among those employed, those in the professional and 
semiprofessional occupations showed the highest rate, 
followed by those employed in service, manual work, 
clerical and sales, agricultural, and finally managerial, 
official, and proprietary occupations. The unemployed 
exhibited the highest rate for both males and females, 


TABLE 2.—Annual Age-Specific Incidence Rates of Psychoses by Sex and by Major Ethnic Groups, per 100,000 
Population, Texas, 1951-1952. 


Age 


Groups Anglo Spanish 


0.2 
34.8 
55.3 
37.3 
58.3 
82.5 
80.7 


Adjusted rate: : 39.8 
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Females‘ 


Spanish Nonwhite 


0.3 0.9 0.5 2.3 
58.7 52.4 31.7 46.1 
98.6 131.0 79.9 88.2 
81.2 146.9 71.4 70.6 
68.2 154.3 65.2 77.2 

118.7 140.1 62.1 74.0 
138.9 155.3 64.9 85.8 


61.4 88.3 44.4 51.9 


Nonwhite Anglo 
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particularly if the latter were unmarried. Among 
those employed, the professionals and semiprofes- 
sionals showed the highest rate for both sexes. How- 
ever, the remaining occupational categories differed 
in rank-order between the sexes (table 3). Whereas 
for the males agricultural workers ranked next, this 
mode of work ranked next to the last for the females. 
For the males, manual workers came next, followed 
by those in service, clerical and sales, and finally man- 


TABLE 3.—Annual Adjusted Incidence Rates of Psychoses by Occupational 
Class by Sex, per 100,000 Population, Texas, 1951-1952. 





psychotic in Texas. Further analyses of these and 
other sociological data are continuing and lie beyond 
the purview of this paper. 


SOURCE OF DIAGNOSIS 
AND TREATMENT 


Forty-six per cent of the patients included in this 
survey went to public supported institutions, such 
as city-county, Veterans Administration, and state, for 
diagnosis and treatment of their 
psychoses. Of the entire patient 
population, 56 per cent of the males 


Rank- Males Adj. | Rank- Females Adj. went to these public supported hos- 

Order Occupational Class = Rate Order Occupational Class Rate pitals in contrast to 38 per cent of 

1 Unemployed ........ 348 1 Unemployed and the females who sought such care. 

unmarried ..... . 3,863 In terms of ethnic groups, 39 per 

2 Puiedend and si 2 nee and ; on cent of the Anglo-American patients 

semiprofessional .. . semiprofessional . .. : : 

i nee eae "193. Oenioed public care, compared to 

4 Manual work ....... 119 4 Clerical and sales..... 101 73 per cent of the Spanish-Ameri- 

5 ee | (S| 5 Manual work ........ 87 cans, and 95 per cent of the non- 

6 Clerical and sales.... 97 6 Agricultural ......... 72 white psychotics. The city-county 
7 Managerial and official 58 7 Managerial and official. 55 


agerial, official, and proprietary occupations. For the 
females, service workers came second, followed by 
those in clerical and sales, manual work, agricul- 
tural, and lastly managerial, official, and proprietary 
jobs. An insignificant correlation was found between 
the sexes in the order of incidence of these modes of 
work, indicating that working in different occupa- 
tions affects the sexes differently in their chances of 
becoming psychotic. 

These rates were computed in terms of members 
of the labor force. If housewives are included in the 
category of occupations for females, the rank-order 
is altered. The annual rate for housewives was 116 
per 100,000, placing this category in third place on 
the rank-order scale for women, higher than five out 
of the six classes of work. 


MARITAL STATUS 


The rates for both sexes were highest for the di- 
vorced, followed in order by the separated, single, 
widowed, and married. A significant correlation of 
.90 was found between the sexes in incidence of psy- 
chosis by marital status. The only 
difference between the sexes was 
the higher rate for divorced males 


hospitals treated 4 per cent of these 
cases, the Veterans Administration 
7 per cent, and the state.hospitals 36 per cent. Three 
per cent of the Anglo-American psychotics, 2 per 
cent of the Spanish-American, and 12 per cent of 
the nonwhite went to city-county hospitals. Going 
to Veterans Administration hospitals were 6 per cent 
of the Anglo-American patients, 3 per cent of the 
Spanish-American, and 11 per cent of the non- 
white patients. Thirty per cent of the Anglo-Ameri- 
can, 68 per cent of the Spanish-American, and 72 
per cent of the nonwhite psychotics went to state 
hospitals for care. Consequently, if this survey had 
been confined only to cases hospitalized in public 
supported institutions, a considerable bias in rates 
by such factors as sex, socio-economic status, and 
ethnic groups would have occurred. 


SUMMARY AND CONCLUSION 


A survey was made of all patients who were resi- 
dents of Texas at the time of diagnosis and treatment 
for psychoses for the first time in their lives during 
1951-1952. Annual incidence rates were computed 
for the state and for its 27 economic subregions by 


TABLE 4.—Annual Adjusted Incidence Rates of Psychoses by Marital Status 
by Sex, per 100,000 Population, Texas, 1951-1952. 


than females and the higher rate Rank- Adj. Rank- Females Adj. 
for separated females than males Order Marital Status Rate Order Marital Status Rate 
(table 4). 1 Divorced ........ 307 1 Separated ........ 254 
Co tl or : 2 pememted eS 225 2 Divorced ........ 240 
Pee en Oe 3 ee htt 223 3 BNE oe 9 4 38 179 
apparently affect men and women 4 Widowed ........ 114 4 Widowed ........ 107 
differently in terms of becoming 5 Moattied: 20) ..<-.)- @2 5 Married ......... 92 


90 


TEXAS State Journal of Medicine, FEBRUARY, 1957 





PSYCHOSES IN TEXAS—Jaco—continued 


age, sex, major ethnic group, diagnostic category, oc- 
cupation, and marital status. Three major hypotheses 
were tested: (1) The probability of acquiring a 
psychosis would not be random or equal within the 
population of Texas. (2) Inhabitants of different 
areas would exhibit different incidences of psychosis. 
(3) Persons with different social attributes or affilia- 
tions would have different incidences of psychosis. 


Results indicated that incidence rates of psychoses 
varied geographically, and with age, sex, ethnic 
groups, diagnosis, occupation, and marital status. The 
annual rate of 75 new psychotics per 100,000 popu- 
lation is regarded somewhat lower than the national 
rate. Females showed a higher incidence than males; 
Anglo-Americans higher than the nonwhite popula- 
tion, which, in turn, was higher than the Spanish- 
American ethnic group. Anglo-American and Span- 
ish-American females had higher rates of psychoses 
than their corresponding males, while nonwhite males 
had a higher incidence than nonwhite females. Rates 
increased with advancing age. The unemployed and 
professional and semiprofessional occupations ex- 
hibited highest rates for modes of work while di- 
vorced males and separated females had highest rates 
in terms of marital status. Differentials were also 
found in sources of psychiatric treatment and care. 


The conclusion, therefore, seems warranted from 
these findings that all of the major hypotheses have 
been substantiated, in. that the chances of becoming 
psychotic in Texas differ within the population, by 
area, and by certain social characteristics. Although 
further research is needed before more definitive 
conclusions can be reached, these data suggest that 
the psychoses possibly have a social aspect to their 
etiology, in addition to the more commonly regarded 
neurophysiologic and psychologic factors. 
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Megaloblastic 
Anemia Associated 
With Intestinal 
Anastomoses and 
Strictures 


Report of 2 Cases 


MARJORIE J. WILLIAMS, M.B., Ch.B. 
Temple, Texas 


HE PRIME PURPOSE of this paper is to re- 
emphasize that megaloblastic anemia may result 
from certain anastomoses involving the small intes- 
tine and from strictures. Although strictures of the 


Dr. Marjorie J. Williams, of the 
Laboratory Service, Veterans 
Administration Center, Temple, 
presented this paper for the Sec- 
tion on Clinical Pathology, Texas 
Medical Association Annual Ses- 
sion, Galveston, April 24, 1956. 


Megaloblastic anemia may result from stric- 
tures or from injudicious surgical anastomoses 
involving the small intestine. Megaloblastosis 
seems to occur most frequently when the ileum 
is divided in its upper portion and the proximal 
end is anastomosed sideways to the transverse 
colon, the distal portion and right colon remain- 
ing in situ. Two cases of anemia resulting from 
anastomosis with stagnation are reported. 


small intestine have multiple causes, the majority of 
anastomoses are man-made. Therefore, it is important 
that surgical procedures involving the small intestine 
be carried out in such a manner that the possibility 
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MEGALOBLASTIC ANEMIA — Williams — continued 


of resultant megaloblastic anemia may be minimized. 
Both entero-enterostomies and enterocolostomies have 
produced this type of anemia, and it appears that 
megaloblastosis occurs most frequently when the 
ileum is divided in its upper portion and the proxi- 
mal end is anastomosed sideways to the transverse 
colon, with its distal portion and the right colon re- 
maining in situ.” 7819.12.13 Tn these instances, stag- 
nation occurs in both the by-passed terminal ileum 
and in the blind pocket lying either proximal or dis- 
tal to the anastomosis. The situation may be com- 
plicated by malabsorption of nutriments owing to the 
by-passing of much of the small intestine. However, 
resection of large amounts of small intestine with 


end-to-end anastomosis does not usually produce meg- 
aloblastic anemia.® 


About 75 cases of megaloblastic anemia due to 
strictures and anastomoses affecting the small intes- 
tine have been recorded.”: 7819.12.13 Trt is of interest 
that strictures, frequently tuberculous in origin, pre- 
dominated among the earlier cases and surgical anas- 
tomoses among the more recent. Patients with this 
type of anemia superficially resemble those with 
classical pernicious anemia. Among the common 
characteristics are macrocytic anemia, megaloblastic 
bone marrow, glossitis, and disease of the nervous 
system.* However, definite differences are apparent. 
In the majority of cases in the enteric group, there 
are conspicuous gastrointestinal symptoms; in about 
one-half, free hydrochloric acid is present in the gas- 
tric secretion.’:!° In addition, the anemia may occur 
at an age younger than is usual with Addisonian per- 
nicious anemia. The entity, megaloblastic anemia due 
to anatomic lesions of the small intestine, can also be 
distinguished from sprue as there may or may not be 
an increased amount of fat in the stools, and this 
factor bears no constant relation to the anemia.!° In 
addition, blood sugar levels and glucose tolerance 
curves are usually normal.'° 

The mechanisms whereby strictures or anastomoses 
of the small intestine produce megaloblastic anemia 
have not been fully elucidated. The disease has been 
produced experimentally by Cameron and his asso- 
ciates.* These workers, using rats, formed cul-de-sacs 
in the upper or middle third of the small intestine 
which were self-filling but not self-emptying, and 
only when stagnation occurred in the cul-de-sacs did 
megaloblastic anemia ensue. The rats responded to 
treatment with any one of the following therapeutic 
agents: vitamin By», liver extract, folic acid, and 
Aureomycin, the last two drugs being the most ef- 
fective. Toon and Wangensteen, using a similar ex- 
perimental procedure, found that daily oral adminis- 
tration of Aureomycin prevented the development of 
anemia.!? 


The consensus of workers in this field is that in- 







92 





vasion of the small intestine by organisms usually 
restricted to the colon plays an essential role in the 
production of this type of megaloblastic anemia.*: 1° 1% 
This invasion may occur either directly, through a 
communication between the small intestine and the 
colon, or by way of the blood stream. Areas of stag- 
nation in the small intestine, such as dilated segments 
proximal to strictures or blind pockets, are particu- 
larly susceptible to this change in bacterial flora. The 
presence of such organisms in the small intestine 
apparently serves in some manner to divert vitamin 
By2 and/or folic acid from the host. It is possible 
that this diversion may occur as a direct result of 
the replacement of the normal flora, which under 
ordinary conditions may synthesize hemopoietic ma- 
terials. It is also possible that the abnormal flora may 
lead to the evolution of a toxin which interferes with 
normal hemopoiesis. Evidence for the presence of 
such a toxin in the serum of patients with classical 
pernicious anemia has been produced by two inde- 
pendent groups of investigators.*® These workers 
found that the addition of serum from cases of per- 
nicious anemia to normal marrow growing in culture 
prevented maturation in the erythropoietic series. 
Thompson and Ungley have demonstrated a similar 
substance in the serum of 1 case of megaloblastic 
anemia due to intestinal disease.'° 


Witts has concluded that there is kinship between 


all types of megaloblastic anemia, and that this can 
be expressed by the following formula: !* 


Hemopoietic _ Food Factor + Gastric Factor 


Factor Intestinal Factor 


In anemias due to enteric lesions, there may be 
either production of a toxic factor or impairment of 
synthesis of hemopoietic factors; in pernicious ane- 
mia, the gastric factor is reduced; and in nutritional 
megaloblastic anemia, the food factor is decreased. 
It should be noted that there is an inverse relation 
between the hemopoietic factor and the intestinal 
factor. Witts has suggested that further study of the 
enteric group may be fruitful in throwing light on 
the whole group of megaloblastic anemias. 

Treatment of patients with megaloblastic anemia 
due to intestinal anastomoses or strictures is not com- 
pletely satisfactory.1;?»1° The majority are improved 
by surgical alleviation of the intestinal stagnation, 
but supplemental therapy with vitamin By. and/or 
folic acid is frequently required.7:?° Unfortunately, 
surgical correction often necessitates removal of large 
segments of bowel, with subsequent poor absorption 
of hemopoietic substances. Some cases may be greatly 
improved or cured by the administration of parenteral 
vitamin By. alone, but the response to this drug is 
usually not so good as in pernicious anemia.’° Thera- 
peutic success due to the administration of Aureo- 
mycin or Terramycin alone has been reported also.® 
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MEGALOBLASTIC ANEMIA — Williams — continued 


CASE REPORTS 


Two personally studied cases of megaloblastic ane- 
mia considered to be due to anastomoses affecting 
the small intestine will be described briefly. 


CASE 1.—A 16 year old white boy sustained a gunshot 
wound in the abdomen in 1926, necessitating surgical re- 
pair of the gastrointestinal tract. He remained well for the 
ensuing 14 years until, in 1940, he had an attack of in- 
testinal obstruction requiring surgical intervention and the 
removal of a short segment of small intestine. A similar 
episode occurred six years later. In 1950, following re- 
peated attacks of abdominal pain, a laparotomy was per- 
formed and several adherent, partially obstructed loops of 
small intestine were removed, and a jejunocolic anastomosis 
was constructed. Up to this time, there was no significant 
degree of anemia. Following this procedure, the abdominal 
discomfort was relieved, but the patient developed weakness 
and easy fatigability and had frequent loose stools. 


In 1951, the patient entered the Veterans Administration 
Center, Temple. It was shown that he had a normocytic, 
slightly hypochromic anemia, thought to be due to mal- 
absorption from the intestinal tract, and intravenous iron 
was administered. After four days of such therapy, severe 
glossitis developed; the administration of intravenous iron 
was discontinued, and medication with vitamin Biz and oral 
iron was substituted. A reticulocytosis developed promptly 
and was followed by an increase in red cells and hemo- 
globin. There was no free hydrochloric acid in the gastric 
secretions, and the stools contained’ normal quantities of fat. 
After discharge, the patient continued taking vitamin Bhs 
(30 micrograms per week) and folic acid (20 mg. twice 
a week). 

Eighteen months later, in October, 1952, he reentered 
the hospital with complaint of diarrhea and was found to 
have a mild macrocytic anemia. He was subjected to ex- 
ploratory surgery, and the jejunocolic anastomosis was iden- 
tified. There were two blind segments of small intestine, 
namely, the terminal ileum and a dilated blind pocket of 
jejunum distal to the anastomosis, the latter being self- 
filling but not self-emptying (fig. 1). The anastomosis 
was taken down, and an end-to-end entero-enterostomy was 
performed. Treatment with hematinics was discontinued. 


Fig. 1. Drawing demonstrating the ileocolic anastomosis 
and the two blind segments of ileum in case 1. 
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From October, 1952, until November, 1954, the patient 
remained well and had no significant degree of anemia. 
At the end of this period, there was moderate glossitis with 
minimal macrocytic anemia. Folic acid and vitamin Bu 
therapy were reinstituted to alleviate the glossitis and have 
been maintained. The patient is currently well (table 1). 


TABLE 1.—Hematologic Studies in Case 1. 


RBC Hb. Hemat. 
Date (x10°) (Gm. %) (%) 


Mar. 1951 3.2 8.0 30 


Apr. 1951 4.5 13.0 N.D. 
Oct. 1952 3.8 13.5 40 





Remarks 


Admission 

Bi. therapy 

Readmission & 
Bis therapy 

Nov. 1952 Surgical Correction 

Feb. 1953 4.5 15.5 47 


No therapy 
Jan. 1954 49 14.7 45 


Glossitis 


This patient is considered to fulfill the criteria for 
the diagnosis of megaloblastic anemia due to an in- 
judicious surgical anastomosis of the small intestine 
with stagnation. In addition, there was malabsorp- 
tion due to by-passing of much of the small intestine. 
Despite the achlorhydria, it is considered that classi- 
cal pernicious anemia can be excluded, since the elin- 
ination of intestinal stagnation completely alleviated 
the anemia for a period of 18 months. It is of inter- 
est to note that at the time of the first admission, the 
megaloblastosis was masked by a concomitant iron 
deficiency and only became manifest following the 
administration of intravenous iron. 


CASE 2.—A poorly nournished white man, aged 34 years, 
entered the Veterans Administration Center in 1951, giving 
a history of gastrointestinal symptoms extending over a 
period of 10 years. He suffered with alternating periods 
of constipation and diarrhea, frequently associated with se- 
vere abdominal cramping pain. 


In 1941, he had had exploratory surgery, and 8 inches 
of terminal ileum had been resected. At that time, a diag- 
nosis of regional enteritis was established. The symptoms 
persisted, and in 1947, another laparotomy was performed 
and the diseased area in the distal ileum by-passed by an 
entero-enterostomy. In 1948, surgical intervention again 


proved necessary, and an ileotransverse colostomy was con- 
structed. 


In 1951, on the patient's admission to this hospital, there 
were persistent abdominal symptoms. There was a mod- 
erately severe, slightly macrocytic hypochromic anemia, and 
study of aspirated sternal marrow demonstrated megaloblas- 
tosis. Free hydrochloric acid was present in the gastric 
secretions. Parenteral liver extract was administered and 
produced a reticulocytosis followed by a satisfactory rise in 
red cell count and hemoglobin level. At that time, the 
abdomen was explored surgically, and it was found that 
there was an ileotransversostomy with two dilated blind seg- 
ments of ileum, one proximal to the anastomosis and the 
other in continuity with the cecum (fig. 2). Changes indi- 
cative of regional enteritis were identified in both of these 
segments. The anastomosis was taken down, and the termi- 
nal ileum, the right colon, and two-thirds of the transverse 
colon were resected; an end-to-end ileocolostomy was con- 
structed. The patient was discharged in good condition, and 
no further hematinics were administered. 

He remained well for 18 months when he had an attack 
of “flu,” followed by severe persistent diarrhea. On admis- 
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sion, it was found that he had a moderately severe macro- 
cytic hypochromic anemia. Parenteral vitamin Bi. therapy 
was instituted and produced a satisfactory response. He was 
discharged with instructions to take an oral vitamin Bis 
preparation daily. 



















































































































Fig. 2. Drawing demonstrating the ileocolic anastomosis 
and the two blind segments of ileum in case 2. 

















Since that time, the patient has remained fairly well. 
He takes vitamin Bi orally each day, and a slight normo- 
cytic anemia persists (table 2). 




















TABLE 2.—Hematologic Studies in Case 2. 



























































RBC Hb. Hemat. 

Date (x10°) (Gm.%) (%) Remarks 
July 1951 2.9 7 29 Admission 
Aug. 1951 48 14.5 53 Liver extract 

therapy 

Sep. 1951 Surgical Correction 
June 1952 4.3 13.0 44 No therapy 
Feb. 1953 1.4 6.0 22 Flu & diarrhea 
Mar. 1953 4.5 16.0 $2 Parenteral Bis 
Sep. 1954 4.2 12:5 42 Oral Bis 














This case fulfills the requirements for the diag- 
nosis of megaloblastic anemia due to intestinal anas- 
tomosis with stagnation. Both classical pernicious 
anemia and sprue can be excluded, as free hydro- 
chloric acid was present in the gastric secretions, and 
there was no excess fat in the stools. The anemia was 
initially relieved by surgical correction, but vitamin 
Bio therapy was needed later. 












































SUMMARY 











The entity of megaloblastic anemia due to stagna- 
tion in the small intestine has been discussed briefly, 















94 





and 2 personally studied cases have been reported. 
It is recognized that malabsorption due to by-passing 
of much of the small intestine may have contributed 
to the production of anemia in these cases. Attention 
is directed to the fact that surgical procedures on the 
small intestine shoull be carried out in such a man- 
ner that stagnation does not occur and that unneces- 
sary short-circuiting of the small intestine is not pro- 
duced. This entity should be distinguished from 
Addisonian pernicious anemia and from sprue. 
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“Do-It-Yourself” Activities 
Kill More Men Than Women 


Do-it-yourself activities are responsible only to a very 
minor extent for the fact that home accidents kill about 
twice as many men as women at the main working ages. 
Victims of do-it-yourself accidents included men who fell 
from ladders, roofs, or scaffolds while painting the exterior 
of a house, shingling or repairing a roof, or adjusting or 
installing television aerials. 

Statisticians of the Metropolitan Life Insurance Company 
report that only about 6 per cent of the company’s male 
policyholders aged 15 to 64 who died in home accidents 
during 1953 and 1954 were fatally injured while engaged 
in repair, maintenance, or improvement work. 

Almost every type of accident in and about the home 
took a higher death toll among men than among women. 
Falls, fires, gas poisoning, and firearms were leading causes 
of deaths. 
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Endometriosis of 


The Sigmoid Colon 


Report of 10 Cases Including 
2 Cases of Concomitant 
Endometriosis and Carcinoma 


CHARLES L. GREEN, M. D.; 
FLAVIUS L. AUSTIN, JR., M. D.; and 
JOHN L. GOFORTH, M. D. 


Dallas, Texas 


HE OCCURRENCE of ectopic endometrial tis- 

sue in the female pelvis and reproductive organs 
has long been recognized as a relatively common 
finding; however, the importance of endometriosis 
as a cause of obstruction of the sigmoid colon has 
not been sufficiently emphasized. Sutler* stated that 
8 to 15 per cent of all women have pelvic endome- 
trosis, and of these approximately 25 per cent have 
involvement of the rectum or sigmoid colon. From 
this it would seem that from 2 to 4 per cent of all 
women may have rectal or sigmoidal endometriosis 
to some degree during active menstrual life. 


Dr. Charles L. Green and his co- 
authors are from the Depart- 
ments of Pathology, St. Paul’s 
Hospital and the University of 
Texas Southwestern Medical 
School. The paper was presented 
for the Section on Clinical Pa- 
thology, Texas Medical Associa- 
tion Annual Session, Galveston, 
April 23, 1956. 


Endometriosis as a cause of obstruction of the 
sigmoid colon is of more importance than has 
been emphasized. The similarity of symptoms 
and radiologic findings in endometriosis and car- 
cinoma of the sigmoid suggests the value of 
frozen section study to prevent unnecessary sur- 
gical procedures. Ten cases of endometriosis of 
the sigmoid colon, 2 of them with coexistent 
primary carcinoma of the colon, are reported. 


In reviewing the pathology files of St. Paul’s Hos- 
pital for a five year period extending from March, 
1951, to March, 1956, we find that endometriosis 
appeared in the diagnosis of approximately 6 per 
cent of all sigmoid colons removed from females. 
Since endometriosis mimics the clinical picture of 
carcinoma but is a benign lesion, it presents a seri- 
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ous diagnostic problem and justifies an important 
place among the benign lesions of the colon. 


With few exceptions, endometriosis of the large 
bowel is confined to the rectum and sigmoid. The 
rectum is more frequently involved than the colon, 
but because lesions of the sigmoid are more difficult 
to examine adequately, more frequently cause intes- 
tinal obstruction, and are more often misdiagnosed 
as amebiasis, inflammation, or carcinoma, this paper 
will be confined to a consideration of sigmoidal en- 
dometriosis rather than the more common rectal le- 
sion. Following are summarized 10 cases of endome- 
triosis of the sigmoid colon which illustrate the more 
common clinical symptoms. They are arbitrarily ar- 
ranged into four groups in order to correlate the 
pathologic lesion with the clinical and radiologic 
findings. 


CASE REPORTS 


PRIMARILY SEROSAL INVOLVEMENT 


CASE 1 (courtesy the Samuell Clinic).—A white woman, 
aged 32, para 0, gravida 0, offered as her chief complaint 
low back pain. The patient gave a history of dysmenorrhea 
and menorrhagia for the past eight years. For about six 
months she had had intermittant abdominal pain of the 
same type which she experienced at the onset of a menstrual 
period. This pain, however, occurred irregularly and was 
not always associated with her periods. Physical examina- 
tion revealed a small, thin woman in no acute distress. The 
examination was negative except for a tender right pelvic 
adnexal mass approximately 5 cm. in diameter. Upper and 
lower gastrointestinal roentgen-ray studies were negative. A 
laparotomy revealed a 7 by 5 by 3 cm. left ovary which 
contained multiple endometriosis cysts. A 2.5 by 2.5 by 3 
cm. endometrial implant was present on the serosal surface 
in the midportion of the sigmoid colon. 


CASE 2.—A white woman, aged 38, para 0, gravida 0, 
presented a history of dysmenorrhea for 10 years and men- 
orrhagia for the past two years. Physical examination was 
negative except for an enlarged nodular uterus. No radio- 
logic studies were made. Laparotomy revealed a nodular 
leiomyomatous uterus and endometriosis of both ovaries and 
the pelvic peritoneum, as well as numerous small implants 
on the serosa of the sigmoid colon (fig. 1). Many fibrous 
adhesions were found throughout the pelvis. 


CASE 3.—A white woman, aged 46, para 2, gravida 3, 
gave no significant clinical history pertaining to endome- 
triosis. Several bluish nodules measuring 2 by 1 by 0.5 cm. 
were removed from the serosa of the midportion of the 
sigmoid colon during total hysterectomy for leiomyomas of 
the uterus. Microscopic examination of these nodules showed 
endometriosis, and in addition, several small foci were found 
in the left ovary. 


CASE 4 (courtesy the Samuell Clinic). —A white woman, 
aged 42, para 0, gravida 0, complained chiefly of severe 
lower abdominal cramping pain and of low back pain with 
the onset of menses. For about 12 years the patient had 
had dysmenorrhea and irregularity of menstrual periods. 
In addition, she had been unable to become pregnant. For 
the past eight months she had been incapacitated by ex- 
cruciating pain for a period of four to seven days during 
each menstrual period. For about six months she had noted 
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mild intermittent diarrhea without tarry or bloody stools. 
Physical examination revealed bilateral pelvic adnexal masses 
and nodular rectovaginal septal masses. A radiologic study 
of the lower gastrointestinal tract showed an irregularity of 
the serosa of the lower sigmoid without distortion of the 


Fig. 1. Case 2. Photomicrograph showing an endome- 
trial implant on the serosa of the sigmoid colon. Hema- 
toxylin and eosin stain. x 18. 


mucosal pattern (fig. 2). At laparotomy there were bi- 
lateral hemorrhagic endometriosis cysts of both ovaries, 
diffuse pelvic adhesions, and adhesions on the serosal sur- 
face of the sigmoid colon. Biopsies of these adhesions and 
of a mass in the rectovaginal septum showed endometriosis. 


Fig. 2. Case 4. Roentgenogram showing involvement of 
the bowel wall by endometriosis. 
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PRIMARILY MUSCLE LAYER INVOLVEMENT 


CASE 5 (courtesy Dr. O. W. Gibbons).—A white wom- 
an, aged 32, para 0, gravida 0, gave as her chief complaint 
diffuse cramping abdominal pain. For a period of six 
months the patient had had episodes of generalized cramp- 
ing, abdominal pain, and nausea with vomiting on one oc- 
casion. These attacks lasted from one to four days. The 
past history was noncontributory except for extended hor- 
mone therapy for sterility. There was no history of rectal 
bleeding, but there had been occasional episodes of obstipa- 
tion alternating with diarrhea. Physical examination was 
essentially negative, and no pelvic masses were present. A 
lower gastrointestinal tract roentgen-ray study demonstrated 
an irregularity of the lumen in the lower sigmoid colon 
(fig. 3). At laparotomy there were scattered serosal adhe- 


Fig. 3. Case 5. Roentgenogram showing a constricting 
lesion of the sigmoid colon by endometriosis. 


sions and a 4 by 4 by 3 cm. mass in the bowel wall which 
projected into the lumen. This mass was very firm, poorly 
demarcated from adjacent bowel wall, and contained numer- 
ous small cysts filled with dark liquid blood. Microscopic 
examination showed endometriosis (fig. 4). 


Fig. 4. Case 5. Photomicrograph demonstrating endome- 
triosis involving the muscle wall of the sigmoid colon. 
Hematoxylin and eosin stain. x 18. 
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CASE 6 (courtesy Dr. O. W. Gibbons).—A white wom- 
an, aged 48, para 0, gravida 0, complained chiefly of 
“flooding.” Three months prior to admission the patient 
complained of excessive menstrual bleeding which was un- 
controlled by hormones. No symptoms relating to the gas- 
trointestinal system were recorded. Physical examination was 
normal except for an enlarged nodular uterus. Laparotomy 
showed fibromyomas of the uterus, adhesive perimetritis, 
and a 24 by 20 by 20 mm. mass deep in the wall of the 
midportion of the sigmoid colon which was partially ob- 
structing the lumen. Pathologic examination of the sig- 
moidal mass showed endometriosis. The other tissues were 
not involved. 


CASE 7.—A white woman, aged 38, for whom no history 
of parity was obtainable, complained of cramping abdomi- 
nal pain, nausea, and vomiting. Approximately two months 
before admission the patient suddenly experienced general- 
ized cramping abdominal pain which was most severe in 
the lower part of the abdomen. This was followed by nausea 
and vomiting over a period of approximately eight hours. 
About one month later she had another similar attack. A 
radiologic study of the lower gastrointestinal tract was done 
at this time, and an annular constriction of the midportion 
of the sigmoid colon with resultant large bowel obstruction 
was found (fig. 5). No other* significant clinical history 


Fig. 5. Case 7. Roentgenogram showing an annular con- 
stricting lesion of the sigmoid colon by endometriosis. 


was obtainable. A segment of colon which was removed 
showed endomettiosis on pathologic examination. Numer- 
ous adhesions were present in the pelvis. 


SUBMUCOSAL INVOLVEMENT 


CASE 8 (courtesy the Samuell Clinic) —A white woman, 
aged 35, para 0, gravida 0, for about seven months had 
noticed a white mucoid rectal discharge which was bloody 
at times. This occurred intermittently at 20 to 28 day inter- 
vals, lasting from 4 to 12 days. It was always associated 
with cramping abdominal pain. Three years previously a 
hysterectomy, unilateral oophorectomy, and bilateral salpin- 
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gectomy were performed. Pathologic diagnosis was chronic 
pelvic inflammatory disease, and no endometriosis was dem- 
onstrated. Physical examination was noncontributory. A 
roentgen-ray study of the lower gastrointestinal tract showed 
partial obstruction of the bowel above the rectosigmoid junc- 
tion. Laparotomy showed cystic endometriosis of the re- 
maining ovary with angulation of the sigmoid colon at the 
rectosigmoid junction as the result of adhesions. A mass 
measuring 2 by 1.5 by 1 cm. in the bowel wall was found. 
This mass proved to be endometriosis (fig. 6). 


Fig. 6. Case 8. Photomicrograph demonstrating muscle, 
submucosal, and mucosal involvement of the sigmoid 
colon by endometriosis. Hematoxylin and eosin stain. x 18. 


COEXISTENT CARCINOMA AND ENDOMETRIOSIS 


CASE 9 (courtesy Dr. M. Bounds).—A white woman, 
aged 50, para 0, gravida 0, presented the chief complaints 
of nausea, vomiting, and cramping lower abdominal pain 
for two days. Six months prior to this hospital admission the 
patient had become constipated for several days. This was 
unusual for her and was relieved by mineral oil. Four 
months later she had an episode of nausea without consti- 
pation or diarrhea. She began to lose weight at this time, 
and her appetite decreased. Her stools diminished in diam- 
eter and at times contained small amounts of blood. Two 
days before admission she developed abdominal distention 
associated with cramping pain, nausea, and vomiting. A 
hysterectomy, unilateral salpingectomy, and oophorectomy 
had been performed five years previously for multiple fibro- 
myomas and endometriosis of the ovary. Radiologic studies 
showed an annular constriction of the upper sigmoid colon 
with resulting intestinal obstruction. At laparotomy two 
constricting lesions were found, one at the junction of the 
descending and sigmoid colon, the other at the rectosigmoid 
junction. The upper lesion proved to be primary adenocar- 
cinoma and the lower lesion endometriosis (fig. 7). There 
was no other evidence of pelvic endometriosis. 


CASE 10 (courtesy the Samuell Clinic).—A white wom- 
an, aged 36, para 0, gravida 0, offered the chief complaint 
of abdominal cramping pain. For three weeks the patient 
had suffered intermittent abdominal distention, constipation, 
and moderate cramping abdominal pain. Her stools on 
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occasion were admixed with small amounts of blood. The 
day prior to admission she stopped passing feces, and the 
abdominal pain became severe. She was admitted to the 
hospital, and a roentgenogram showed large bowel obstruc- 
tion above a constricting lesion in the lower sigmoid colon. 
Past history revealed that a hysterectomy had been per- 
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Fig. 7. Case 9. Gross photograph showing a primary 
adenacarcinoma of the upper sigmoid colon (lesion on 
left) and endometriosis of the rectosigmoid junction 
(lesior. on right). : 


formed 11 years before because of “flooding.” At laparot- 
omy a segment of sigmoid colon, both tubes, and ovaries 
were removed. The pathologic diagnosis was endometriosis 
of both ovaries and colon with a primary adenocarcinoma of 
the bowel arising in the area of the endometriosis (fig. 8). 


DISCUSSION 


From a pathologic viewpoint extragenital endome- 
triosis is characterized by localized areas of ectopic 
endometrial tissue composed of characteristic stroma, 
glands, or a combination of these which thrive in an 
unnatural site away from the reproductive organs. 
This ectopic tissue is usually under hormonal con- 
trol and undergoes changes simulating the endome- 
trial cycle. These foci are associated with bleeding 
and a progressive proliferative fibrous tissue reaction. 
This characteristic behavior of endometriosis consti- 
tutes the basis for a variety of clinical symptoms de- 
pending upon the location and amount of aberrant 
endometrial tissue present. 


In the majority of cases intestinal involvement is 
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limited to the serosa of the sigmoid colon and the 
rectum. In these sites endometriosis does not usually 
produce intestinal obstruction or vicarious bleeding 
but. is associated with pain and occasional diarrhea. 
This condition is not usually recognized except at 
the time of laparotomy, when small bluish nodules 
are noted on the serosa of the colon, just above the 
rectoperitoneal reflection and in the cul-de-sac. 

The second most common location for sigmoidal 
endometriosis is in the muscle layers. In this location 
it mimics the clinical and radiologic picture of pri- 
mary carcinoma of the colon. This is the result of 
scar tissue which is constantly a part of the endome- 
triosis picture. As time passes more and more fibrous 
tissue is laid down between the muscle layers, and 
with contracture of this tissue the bowel may be an- 
gulated sufficiently to produce the clinical picture of 
recurrent incomplete intestinal obstruction. Rarely, 
if the endometriosis is extensive, there may be a cir- 






















Fig. 8. Case 10. Photomicrograph showing involvement 
of the sigmoid colon by both primary adenocarcinoma 
(lower left) and endometriosis (upper right). Hematoxy- 
lin and eosin stain. x 33. 


cumscribed annular stenosis of the bowel. This will 
eventuate into constant, nearly complete obstruction 
with alternating obstipation, diarrhea, and pain as 
the chief symptoms. There is no way short of laparot- 
omy biopsy to differentiate this lesion from carci- 
noma. A sigmoidoscopic biopsy is usually not suc- 
cessful in cases of endometriosis of the muscle layers 
since there may be inflammation and edema of the 
overlying mucosa. The procedure which is most often 
helpful to the surgeon, in our experience, is multiple 
frozen section examinations made at the time of 
laparotomy on tissue taken from deep within the 


bowel wall. 
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The third and least common site for sigmoidal en- 
dometriosis is in the submucosa. This gives a unique 
clinical history, characterized by bloody stools and 
pain occurring at the beginning of the menstrual pe- 
riods. Here a definitive diagnosis is difficult to make 
since the radiologic examination may be negative be- 
cause of the superficial location of the lesion, and 
the bleeding point may be extremely difficult to 
find. If the bleeding point is located, however, a 
good biopsy specimen can be obtained through the 
sigmoidoscope. Rarely a polypoid endometrial mass 
may project into the lumen of the bowel and cause 
obstructive symptoms.?: *: § 

The fact that carcinoma of the colon occurs much 
less frequently in females than in males makes en- 
dometriosis, which so closely mimics carcinoma, of 
even greater significance. Since the treatment and 
prognosis of the two lesions is so different, it is ex- 
tremely important to have a biopsy or frozen section 
diagnosis on sigmoidal lesions in the female before 
definitive therapy is carried out. The two diseases 
may occur at the same site or be separated by several 
centimeters, as demonstrated by 2 of our cases. If 
carcinoma and endometriosis coexist at the same site, 
the endometriosis is of only academic importance; 
but if they coexist at separate sites, the patient may 
be spared unnecessary surgery, provided the surgeon 
is aware of the frequent occurrence of endometriosis 


of the large bowel and asks for a frozen section study 
for differentiation. 


Extragenital endometriosis in the past has been 
considered a rare lesion of concern only to the gyn- 
ecologist and pathologist. It is now recognized as a 
relatively common entity which is of practical con- 
cern to the internist, surgeon, proctologist, and gen- 
eral practitioner as well as to the gynecologist. It 
should be strongly emphasized that endometriosis 
must be considered in the differential diagnosis of 
any constricting or obstructing lesion of the sigmoid 
colon in the female and that a frozen section diag- 
nosis can prevent unnecessary surgery for a benign 
lesion, or in multiple lesions will detect the few cases 
of coexistent carcinoma and endometriosis at differ- 
ent sites. 


SUMMARY 


Ten cases of endometriosis of the sigmoid colon 
are reported with the clinical histories, illustrative 
roentgenograms, and photomicrographs of character- 
istic endometrial lesions involving the different lay- 
ers of the large bowel. Included in this series are 2 
cases of coexistent endometriosis and primary carci- 
noma of the colon. In 1 case the 2 lesions occurred 
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at the same site; in the other case they were located 
at different levels. 


The similarity of clinical symptoms and radiologic 
findings in endometriosis and carcinoma of the sig- 
moid colon is emphasized. The value of frozen sec- 
tion study is stressed as a means of preventing un- 
necessary surgical procedures. 
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» Drs. Green, Austin, and Goforth, Department of Pathol- 
ogy, St. Paul’s Hospital, Dallas. 


ABSTRACT OF DISCUSSION 


Dr. H. GRAY CARTER, Dallas: Endometriosis of the colon 
is a fascinating subject in that it has so many variables that 
each case is a separate challenge to one’s diagnostic acumen 
and therapeutic judgment. I want to confine most of my 
remarks to diagnosis, but I must mention that even after 
the diagnosis is established one is often still in a dilemma 
as to whether the patient should be castrated, which usually 
relieves all symptoms, or the lesion of the bowel should be 
removed and the patient’s reproductive apparatus preserved. 
This, of course, is a highly individualized problem and re- 
solves itself on the basis of religious belief, desires of the 
patient, age of the patient, and philosophy and therapeutic 
judgment of the attending physician. In general there is a 
tendency to be conservative with the genital apparatus and 
radical in treatment of the gastrointestinal tract in the early 
years and to reverse the process and be radical in the treat- 
ment of the genital tract and conservative in the treatment 
of the gastrointestinal tract as the menopause is approached. 

The clinical diagnosis of endometriosis of the large bowel 
presents problems which might be taken up in three groups 
roughly corresponding to the groupings. of the authors. 
When the lesions are confined to the serosa, the intestinal 
symptoms are at best nonspecific. Generally speaking, no 
changes are detectable on sigmoidoscopic or roentgen-ray 
examination. It is usually an incidental finding when one 
is operating for other conditions and seldom presents any 
difficulty of differentiation from malignancy. 

In the group of lesions involving the muscular and/or 
submucosal coats of the bowel, differentiation at the time of 
operation is much more difficult, and the possibilities of 
preoperative diagnosis are much better. These lesions are 
most likely to produce some degree of intestinal obstruc- 
tion. If the patient is in the reproductive age and the his- 
tory reveals other symptoms suggestive of endometriosis, 
for example, relative sterility, acquired dysmenorrhea, and 
sacral backache, the physician should be very suspicious. 
Much has been said in regard to the cyclic monthly recur- 
rence of symptoms. This is of course very suggestive when 
present; but such a history is absent in 50 per cent or more 
of patients with obstructive endometriomas, and the absence 
of such a history does not rule out endometriosis. Evidence 
of genital endometriosis on pelvic examination should fur- 
ther heighten the suspicion. 


Sigmoidoscopic examination is most valuable when the 
lesion is accessible to the 25 cm. sigmoidoscope. Endome- 
triosis always begins extramucosally and only in rare in- 
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ENDOMETRIOSIS OF SIGMOID—Green et al — continued 


stances produces ulceration or mucosal changes, whereas 
carcinoma always arises in the mucosa and produces mucosal 
changes at its inception with early ulceration. Properly 
executed sigmoidoscopic biopsy of mucosal or ulcerated le- 
sions is diagnostic. Only occasionally is the characteristic 
puckering of endometriosis observable through the sigmoido- 
scope. In the case of an endometrioma or other benign 
lesion one usually has to be satisfied with the determina- 
tion that there is a nonulcerated extramucosal lesion. Sig- 
moidoscopic biopsy through the intact mucosa seldom re- 
veals any diagnostic information. 


For those lesions above the range of the sigmoidoscope 
satisfactory barium enema roentgen-ray examination usually 
differentiates adequately between ulcerated or nonulcerated 
lesions of the bowel, which is highly suggestive as to the 
presence or absence of malignancy. 

If we remain aware of the existence of endometriosis and 
adequate preoperative examination is done, it is possible 
in a high percentage of cases to rule out malignancy; this 
greatly reduces the magnitude of the decision to be made 
at the time of laparotomy. 

Frequently when inadequate preoperative examination 
has been done, and occasionally following adequate exami- 
nation, there will be more than reasonable doubt as to the 
existence of a malignancy when an endometrial tumor of 
the bowel is found at laparotomy. It is here that our good 
friend the pathologist comes to our aid. When our pathol- 
ogists are furnished an adequate specimen for frozen sec- 
tion, they can differentiate endometriosis, diverticulitis, and 
cancer without undue difficulty. 

I am hesitant to cut into any lesion which I think is ma- 
lignant at the time of laparotomy for fear of seeding ma- 
lignant cells. At the same time I am also fearful of doing 
a mutilating, hazardous operation for the removal of a 
benign lesion. So I have developed the following set of 
rules to guide me. 

Frozen section biopsies are done on: 

1. All lesions that are thought to be endometriosis be- 
fore they are removed by limited resection or left in situ 
to regress after castration. 

2. Those lesions which appear to be incurable because 
of metastases and might be endometriomas. Endometriosis 
is known not infrequently to metastasize via the lymph 
channels and occasionally via the veins to distant organs 
simulating carcinoma. 

3. Those lesions which if proven to be. carcinomas re- 
quire abdominal perineal resection. This problem almost 
never should arise as lesions in this area are accessible to 
the sigmoidoscope and available for definitive preoperative 
diagnosis. Biopsy is not done at the time of operation on 
those lesions occurring at a level permitting resection and 
restoration of continuity of the bowel, which the preponder- 
ance of evidence indicates are malignant and curable. 

Those cases which are first seen with a complete obstruc- 
tion of the colon are treated by emergency colostomy with 
little attempt to establish a diagnosis. During the interim 
between the colostomy and definitive resection the usual 
diagnostic evaluation can be done, and at the time of re- 
operation the same set of rules applies. 





The day has come . . . when we can no longer look upon 
medical economics and social changes merely as issues to be 
considered during our limited leisure hours. . . . They must 
be a vital part of our life and of our profession. — Dr. 
Dwight H. Murray, Presidential Address before American 
Medical Association House of Delegates, Seattle, Nov. 27, 
1956. 
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MEDICAL 


* Coming Meetings 


Texas Medical Association, Dallas, April 27-May 1, 1957. Dr. Mil- 
ford O. Rouse, Dallas, Pres.; Mr. C. Lincoln Williston, 1801 North 
Lamar Blvd., Austin, Executive Secy. 

American Medical Association, New York, June 3-7, 1957. Dr. 
Dwight H. Murray, Napa, Calif., Pres.; Dr. George F. Lull, 535 
North Dearborn, Chicago 10, Secy. : 


Current Meetings 


FEBRUARY 


American Academy of Allergy, Los Angeles, Feb. 4-6, 1957. Dr. Carl 
E. Arbesman, Buffaio, N. Y., Pres.; Dr. Francis C. Lowell, 65 E. 
Newton, Boston, Secy. 

American College of Radiology, Chicago, Feb. 8-9, 1957. Dr. Wilbur 
Bailey, Los Angeles, Pres.; Mr. W. C. Stronach, 20 N. Wacker Dr., 
Chicago 6, Executive Secy. 

American College of Surgeons, New Orleans, Feb. 4-7, 1957. Dr. 
Daniel C. Elkin, Lancaster, Ky., Pres.; Dr. Michael L. Mason, 40 
E. Erie, Chicago 11, Secy. 


Texas Association of Obstetricians and Gynecologists, San Antonio, 
Feb. 23, 1957. Dr. Carey Hiett, Fort Worth, Pres.; Dr. Oran V. 
Prejean, 4317 Oak Lawn, Dallas, Secy. 

Texas Proctologic Society, Houston, February, 1957. Dr. Harry B. 
Burr, Houston, Pres.; Dr. C. P. Hardwicke, 920 E. 32nd, Austin, 
Secy. 

Texas Public Health Association, Houston, Feb. 17-20, 1957. W.T. 
Ballard, Tyler, Pres.; Mr. H. E. Drumwright, City Health Depart- 
ment, Dallas, Executive Secy. 


Texas Urological Society, Dallas, Feb. 3, 1957. Dr. Rex Carter, Aus- 
tin, Pres.; Dr. J. D. Mitchell, Jr., 3707 Gaston Ave., Dallas, Secy. 


First District Society, Pecos, Feb. 12, 1957. Dr. E. W. Schmidt, Pecos, 
Pres.; Dr. John Dunn, Pecos, Secy. 


MARCH 


American Academy of General Practice, St. Louis, March 25-28, 1957. 
Dr. J. S. De Tar, Milan, Mich., Pres.; Mr. Mac F. Cahal, Volker 
Blvd. at Brookside, Kansas City 12, Executive Secy. 

American College of Allergists, Chicago, March 20-22, 1957. Dr. 


Ethan Allen Brown, Boston, Pres.; Dr. Giles A. Koelsche, Mayo 
Clinic, Rochester, Minn., Secy. 


Texas Society for Mental Health, Dallas, March 7-9, 1957. Dr. Car- 
men Miller, Dallas, Pres.; Mr. John Lane, 2510 San Antonio, Aus- 
tin, Executive Director. 


Third District Society, Lubbock, March 30, 1957. Dr. A. G. Barsh, 
Lubbock, Pres.; Dr. William Klingensmith, 708 Monroe St., Ama- 
rillo, Secy. 

Thirteenth District Society, Fort Worth, March 13, 1957. Dr. R. L. 
Nelson, Wichita Falls, Pres; Dr. R. D. Moreton, 1217 W. Can- 
non, Fort Worth, Secy. 


Dallas Southern Clinical Society, March 18-20, 1957. Dr. Howard 
C. Coggeshall, Dallas, Pres.; Miss Helga Boyd, Medical Arts Bldg., 
Dallas 1, Executive Secy. 

New Orleans Graduate Medical Assembly, March 11-14, 1957. Dr. 

Eugene H. Countiss, New Orleans, Pres.; Dr. Maurice E. St. Mar- 

tin, 626 Maison Blanche Bldg., New Orleans 16, Secy. 
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National and Regional 


American Academy of Dermatology and Syphilology, Chicago, Dec. 
7-12, 1957. Dr. Nelson P. Anderson, 2007 Wilshire Blvd., Los 
Angeles 5, Pres.; Dr. James R. Webster, 55 E. Washington, Chi- 
cago 2, Secy. 

American Academy of Obstetricians and Gynecologists, Los Angeles, 
April, 1958. Dr. R. Gordon Douglas, New York, Pres.; Dr. John 
C. Ullery, Ohio State University Hospital, Columbus, Secy. 

American Academy of Ophthalmology and Otolaryngology, Chicago, 
Oct. 13-18, 1957. Dr. Earling W. Hansen, Minneapolis, Pres.; 
Dr. W. L. Benedict, 100 First Ave. Bldg., Rochester, Minn., Secy. 

American Academy of Pediatrics, Chicago, Oct. 5-10, 1957. Dr. 
Edgar E. Martmer, Detroit, Pres.; Dr. E. H. Christopherson, 1801 
Hinman Ave., Evanston, Ill., Secy. 

American Association for Thoracic Surgery, Chicago, May 4-7, 1957. 
Dr. Cameron Haight, Ann Arbor, Mich., Pres.; Dr. Hiram T. 
Langston, 600 S. Kingshighway, St. Louis 10, Mo., Secy. 

American Association of Genito-Urinary Surgeons, Hot Springs, Va., 
May 1-3, 1957. Dr. Archie L. Dean, New York, Pres.; Dr. John 
A. Taylor, 2 E. 54th St., New York 22, Secy. 

American Association of Obstetricians and Gynecologists, Hot Springs, 
Va., Sept. 5-7, 1957. Dr. F. Bayard Carter, Durham, N. C., 
Pres.; Dr. E. Stewart Taylor, University of Colorado School of 
Medicine, 4200 E. 9th, Denver, Secy. 

American Cancer Society, New York, Oct. 30-Nov. 1, 1957. Dr. D. 
A. Wood, San Francisco, Pres.; Mr. M. R. Runyon, 521 W. 57th, 
New York, Executive Vice-Pres. 

American College of Chest Physicians, New York, May 29-June 2, 
1957. Dr. Herman J. Moersch, Rochester, Minn., Pres.; Mr. 
Murray Kornfeld, 112 E. Chestnut, Chicago 11, Executive Secy. 

American College of Gastroenterology, Boston, Oct. 21-26, 1957. Dr. 
Arthur A. Kirchner, Los Angeles, Pres.; Mr. Daniel Weiss, 33 West 
60th, New York 23, Executive Director. 

American College of Physicians, Boston, April 8-12, 1957. Dr. Wal- 
ter L. Palmer, Chicago, Pres.; Mr. E. R. Loveland, 4200 Pine, 
Philadelphia 4, Secy. 

American Congress of Physical Medicine and Rehabilitation, Los An- 
geles, Sept. 8-13, 1957. Dr. A. B. C. Knudson, Washington, D. C., 
Pres.; Dr. Frances Baker, 1 Tilton Ave., San Mateo, Calif., Secy. 

American Congress on Obstetrics and Gynecology. Dr. R. Gordon 
Douglas, 116 S. Michigan Ave., Chicago 3, Chm. 

American Dermatological Association, Belleair, Fla., April 13-17, 
1957. Dr. Carroll S. Wright, Philadelphia, Pres.; Dr. J. Lamar 
Callaway, Duke Hospital, Durham, N. C., Secy. 

American Gastro-Enterological Association, Colorado Springs, May 17- 
18, 1957. Dr. Sam A. Wilkinson, Jr., Boston, Pres.; Dr. H. Mar- 
vin Pollard, University Hospital, Ann Arbor, Mich., Secy. 

American Gynecological Society, Hot Springs, Va., May 27-29, 1957. 
Dr. Norman F. Miller, Ann Arbor, Mich., Pres.; Dr. A. A. Mar- 
chetti, 3800 Reservoir Rd., N.W., Washington 7, D. C., Secy. 

American Heart Association, Chicago, Oct. 25-28, 1957. Dr. Edgar 
V. Allen, Rochester, Minn., Pres.; Mr. John D. Brundage, 44 E. 
23rd, New York 10, Secy. 

American Hospital Association, Atlantic City, Sept. 30-Oct. 3, 1957. 
Dr. Albert W. Snoke, New Haven, Conn., Pres.; Dr. Edwin L. 
Crosby, 18 E. Division, Chicago, Executive Director. 

American Laryngological, Rhinological, and Otological Society, San 
Francisco, Calif., 1958. No 1957 meeting. Dr. Percy E. Ireland, 
Toronto, Ont., Canada, Pres.; Dr. C. S. Nash, 277 Alexander, 
Rochester 7, N. Y., Secy. 

American Neurological Association, Atlantic City, June 17-19, 1957. 
Dr. H. Houston Merritt, New York 32, Pres.; Dr. Charles Rupp, 
133 S. 36th, Philadelphia 4, Secy. 

American Ophthalmological Society, Hot Springs, Va., May 30-June 1, 
1957. Dr. Frederick C. Cordes, San Francisco, Pres.; Dr. M. C. 
Wheeler, 30 W. 59th, New York 19, Secy. 

American Orthopedic Association, Hot Springs, Va., June 24-27. 
Dr. David M. Bosworth, New York, Pres.; Dr. Harold A. Safield, 
715 Lake St, Oak Park, Ill. 

American Pediatric Society, Carmel, Calif., June 17-19, 1957. Dr. 
Daniel C. Darrow, Mission, Kan., Pres.; Dr. A. C. McGuinness, 
1427 I St., N.W., Washington 5, D. C., Secy. 

American Proctologic Society, New Orleans, April 24-27. Dr. Rufus 
C. Alley, Lexington, Ky., Pres.; Dr. Karl Zimmerman, 3500 Fifth 
Ave., Pittsburgh 13, Secy. 

American Psychiatric Association, Chicago, May 13-17, 1957. Dr. 
Francis J. Braceland, Hartford 2, Conn., Pres.; Dr. William Mala- 
mud, 80 E. Concord, Boston 18, Secy. 

American Public Health Association, Cleveland, Nov. 11-15, 1957. Dr. 
John W. Knutson, Washington, D. C., Pres.; Dr. R. M. Atwater, 
1789 Broadway, New York 19, Executive Secy. 

American Society of Anesthesiologists, Los Angeles, Oct. 14-18, 1957. 
Dr. Irving M. Pallin, Brooklyn, Pres.; Dr. J. E. Remlinger, Jr., 
188 W. Randolph, Chicago 1, Secy. 

American Society of Clinical Pathologists, New Orleans, Sept. 29-Oct. 
4, 1957. Dr. J. L. Goforth, Dallas, Pres.; Dr. Clyde G. Culbert- 
son, 1040-1232 W. Michigan, Indianapolis 7, Secy. 
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American Surgical Association, Chicago, May 8-10, 1957. Dr. Loyal 
Davis, Chicago, Pres.; Dr. R. Kennedy Gilchrist, 59 East Madison, 
Chicago 3, Secy. 

American Urological Association, Pittsburgh, May 6-9, 1957. Dr. 
George C. Prather, Brookline, Mass., Pres.; Dr. Samuel L. Raines, 

- 188 S. Bellevue Blvd., Memphis, Tenn., Secy. 

Association of American Physicians and Surgeons, Delegates and As- 
sembly, Miami Beach, Fla., April 25-27, 1957. Dr. Charles W. 
Pavey, Columbus, Ohio, Pres.; Mr. Harry E. Northam, 185 N. 
Wabash Ave., Chicago 1, Executive Secy. 

International College of Surgeons, U. S. Chapter, Chicago, Sept. 9-12, 
1957. Dr. Curtice Rosser, Dallas, Pres.; Dr. Karl Meyer, 1516 
Lake Shore Dr., Chicago, Secy. 

National Tuberculosis Association, Kansas City, May 5-10, 1957. Dr. 
Howard W. Bosworth, Los Angeles, Pres.; Mrs. Morrell DeReign, 
1790 Broadway, New York 19, Secy. 

Radiological Society of North America, Chicago, Nov. 17-22, 1957. 
Dr. C. Edgar Virden, Kansas City, Pres.; Dr. Donald S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

South Central Association of Blood Banks, New Orleans, 1957. Dr. 
C. D. Fitzwilliams, Fort Worth, Pres.; Miss Marjorie Saunders, 
3707 Gaston Ave., Dallas, Secy. 

Southern Medical Association, Miami Beach, Nov. 11-14, 1957. Dr. 
J. P. Culpepper, Jr., Hattiesburg, Miss., Pres.; Mr. V. O. Foster, 
1020 Empire Bldg., Birmingham 3, Secy. 

Southern Psychiatric Association, Nassau, Oct. 6-8, 1957. William H. 
McCullagh, Jacksonville, Fla., Pres.; Dr. Joseph L. Knapp, 210 N. 
Westmoreland, Dallas, Secy 

Southern Surgical Association, White Sulphur Springs, West Va., Dec. 
10-12, 1957. Dr. Floyd W. McRae, Atlanta, Pres.; Dr. George 
G. Finney, 2947 St. Paul, Baltimore, Secy. 

Southwest Allergy Forum, Fort Worth, May 5-7, 1957. Dr. Truman 
C. Terrell, Fort Worth, Pres.; Dr. Sim Hulsey, 701 Fifth Ave., 
Fort Worth, Secy. 

Southwest Regional Cancer Conference, Forte Worth, Fall, 1957. Dr. 
O. L. Morphis, 815 Medical Arts Building, Fort Worth, Chm. 
Southwestern Medical Association, El Paso, Oct. 8-11, 1957. Dr. Celso 
Stapp, El Paso, Pres.; Dr. Russell L. Deter, 1501 Arizona St., El 

Paso, Secy. 

Southwestern Society of Nuclear Medicine, Houston, April, 1957. 
Dr. Henry H. Turner, Oklahoma City, Pres.; Dr. J. R. Maxfield, 
Jr., 311 Medical Arts Bldg., Dallas, Secy. 

Southwestern Surgical Congress, Wichita, Kan., April 15-17, 1957. 
Dr. John V. Goode, Dallas, Pres.; Dr. C. M. O'Leary, 207 Plaza 
Court Bldg., Oklahoma City, Secy. 

Tri-State Medical Assembly, Shreveport, September, 1957. Dr. H. O. 
Padgett, Marshall, Pres.; Dr. Jason Sanders, Sanders Clinic, Kings 
Highway, Shreveport, La., Secy. 


State 


Private Clinics and Hospitals Association of Texas. Dr. J. P. Ander- 
son, Brady, Pres.; Mr. C. H. Rugeley, Wharton, Secy. 

Texas Academy of General Practice, Dallas, Sept. 22-25, 1957. Dr. 
George V. Launey, Jr., Dallas, Pres.; Mr. Donald C. Jackson, 308 
W. 15th, Austin, Executive Secy. 

Texas Academy of Internal Medicine, Houston, December, 1957. Dr. 
Jay C. Crager, Beaumont, Pres.; Dr. Hugo Engelhardt, 1216 Main, 
Houston, Secy. Meetings restricted to members. 

Texas Air-Medics Association, Dallas, April 28-29, 1957. Dr. W. A. 
Ostendorf, Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 1338, 
Waco, Secy. 

Texas Chapter, American College of Chest Physicians, Dallas, April 28, 
1957. Dr. Walter C. Brown, Corpus Christi, Pres.; Dr. L. M. Shefts, 
510 Moore Bldg., San Antonio, Secy. 

Texas Chapter, American Association of Public Health Physicians, Dal- 
las, April 28, 1957. Dr. W. V. Bradshaw, Jr., Fort Worth, Pres.; 
Dr. A. R. Doane, 410 E. 5th, Austin, Secy. 

Texas Club of Internists. Dr. Hatch Cummings, Houston, Pres.; Dr. 
L. C. Carter, 2600 Procter, Port Arthur, Secy. 

Texas Dermatological Society, Dallas, April 28-29, 1957. Dr. Thomas 
L. Shields, Fort Worth, Pres.; Dr. E. N. Walsh, 1310 Medical Arts 
Bldg., Fort Worth, Secy. 

Texas Diabetes Association, Dallas, April 28, 1957. Dr. Edwin L. 
Rippy, Pres.; Dr. Richard E. Nitschke, 1702 Nix Professional Bldg., 
San Antonio, Secy. 

Texas Division, American Cancer Society, Austin, Dec. 5-6, 1957. 
Dr. Porter Brown, Fort Worth, Pres.; Mr. Curt W. Reimann, 1609 
Colorado, Austin, Executive Director. 

Texas Geriatrics Society, Dallas, April 30, 1957. Dr. Wendell D. 
Gingrich, Galveston, Pres.; Dr. J. O. S. Holt, Jr., 3707 Gaston 
Ave., Dallas, Secy. 

Texas Heart Association, Dallas, April 28, 1957. Dr. D. D. Warren, 
Waco, Pres.; Mr. Edgar M. Brown, 404 Jesse H. Jones Library 
Bldg., Texas Medical Center, Houston 25, Executive Director. 

Texas Hospital Association, Houston, May 14-16, 1957. Mr. H. M. 
Cardwell, Lufkin, Pres.; Mr. O. Ray Hurst, Executive Director, 
2208 Main, Dallas, Secy. 
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Texas Industrial Medical Association, Dallas, April 30, 1957. Dr. V. 
C. Baird, Houston, Pres.; Dr. Robert A. Wise, Box 2180, Houston, 


Secy. 

Texas Neuropsychiatric Association, Dallas, April 28, 1957. Dr. John 
L. Otto, Galveston, Pres.; Dr. Clarence S. Hoekstra, 8215 West- 
chester Drive, Dallas, Secy. 

Texas Opbthalmological Association, Dallas, April 30, 1957. Dr. 
Thomas J. Vanzant, Houston, Pres.; Dr. Louis Daily, Medical Arts 
Bldg., Dallas, Secy. 

Texas Orthopedic Association, Dallas, April 29, 1957. Dr. John J. 
Hinchey, San Antonio, Pres.; Dr. Margaret Watkins, 3629 Fair- 
mount, Dallas, Secy. 

Texas Pediatric Society, Austin, Oct. 17-19, 1957. Dr. E. M. Wier, 
Fort Worth, Pres.; Dr. James N. Walker, 5216 W. Freeway, Fort 
Worth, Secy. 

Texas Radiological Society. Dr. J. R. Riley, Corpus Christi, Pres.; 
Dr. J. E. Miller, 6407 Forest Lane, Dallas, Secy. 

Texas Rheumatism Association, Houston, Dec. 6, 1957. Dr. Jesse W. 
Hofer, Houston, Pres.; Dr. Warren W. Moorman, 901 W. Leuda, 
Fort Worth, Secy. 

Texas Society of Anesthesiologists, Dallas, April 28, 1957. Dr. Charles 
R. Allen, Galveston, Pres.; Dr. Randle J. Brady, 3317 Binz, Hous- 
ton, Secy. 

Texas Society of Gastroenterologists and Proctologists, Dallas, April 28, 
1957. Dr. John McGivney, Galveston, Pres.; Dr. O. P. Griffin, 
1101 Medical Arts Bldg., Fort Worth, Secy. 

Texas Society of Ophthalmology and Otolaryngology, Dallas, Dec. 6-7, 
1957. Dr. Owen R. O'Neill, Paris, Pres. 

Texas Society of Pathologists. Dr. Lloyd Hershberger, San Angelo, 
Pres.; Dr. Mervin H. Grossman, 3121 Bryan, Dallas, Secy. 

Texas Society of Plastic Surgeons, April 27, 1957. Dr. Thomas D. 
Cronin, Houston, Pres.; Dr. Steve R. Lewis, University of Texas 
Medical Branch, Galveston, Secy. 

Texas Surgical Society, Dallas, April 1-2, 1957. Dr. Truman G. 
Blocker, Galveston, Pres.; Dr. G. V. Brindley, Jr., Scott and White 
Clinic, Temple, Secy. 

Texas Traumatic Surgical Society, Dallas, April 28, 1957. Dr. Russell 
Holt, El Paso, Acting Pres.;Dr. W. D. Marrs, 306 Broadway, Fort 
Worth, Secy. 

Texas Tuberculosis Association, Fort Worth, April 4-6, 1957. Dr. 
Howard T. Barkley, Houston, Pres.; Mrs. J. V. Cooper, Waxa- 
hachie, Secy. 

United States-Mexico Border Public Health Association, San Antonio, 
April 9-12, 1957. Dr. Guillermo Soberanes, Hermosillo, Sonora, 


Mexico, Pres.; Dr. Sidney B. Clark, 243 U. S. Court House, El 
Paso, Secy. 


District 


Second District Society, Big Spring, 1957. Dr. Clyde Thomas, Jr., Big 
Spring, Pres.; Dr. Nell W. Sanders, P. O. Box 191, Big Spring, Secy. 

Fourth District Society. Dr. Joe B. Stephens, Bangs, Pres.; Dr. S. H. 
Martin, 115 S. Park, San Angelo, Secy. 

Fifth and Sixth Districts Society. Dr. James C. Sharp, Corpus Christi, 
Pres.; Dr. Winston E. Riley, 2400 Morgan, Corpus Christi, Secy. 
Seventh District Society, Austin, April 7, 1957. Dr. Leslie C. Colwell, 
Austin, Pres.; Dr. Robert N. Snider, 2410 Rio Grande, Austin, 

Secv. 
Eighth District Society. Dr. E. Peter Garber, Galveston, Pres.; Dr. 
John Childers, Univ. of Texas Medical Branch, Galveston, Secy. 
Ninth District Society, Navasota, April 3, 1957. Dr. C. Marius Han- 
sen, Navasota, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, Houston, 
2, Secy. 

Tenth District Society. Dr. Taylor Walker, Beaumont, Pres.; Dr. Alan 
E. Hubner, 590 Center, Beaumont, Secy. 

Eleventh District Society, Jacksonville, Spring, 1957. Dr. M. T. Bras- 
well, Henderson, Pres.; Dr. Hugh F. Rives, Jacksonville, Secy. 

Twelfth District Society, July 9, 1957. Dr. George C. Bryant, Waco, 
Pres.; Dr. J. T. Archer, Jr., Meridian, Secy. 

Fifteenth District Society, Mount Pleasant, April, 1957. Dr. L. E. 
Rutledge, Daingerfield, Pres.; Dr. O. R. Taylor, Jr., Linden, Secy. 


Clinics 


Blackford Memorial Cancer Lectures, Denison, Nov. 5, 1957. Dr. John 
D. Gleckler, 211 N. Fannin, Denison, Chm. 

North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Oct. 19, 1957. Dr. Kenneth C. Bebb, 1518 10th, Wichita 
Falls, Chm. 

Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 28- 
30, 1957. Dr. Herman Fagin, Oklahoma City, Pres.; Miss Alma F. 
O'Donnell, 503 Medical Arts Bldg., Oklahoma City 2, Executive 


Secy. 
Postgraduate Medical Assembly of South Texas, Houston, July, 1957. 
Dr. C. Forrest Jorns, 5644 Lawndale, Houston, Secy. 
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State Tumor Conference, Wichita Falls, April 3, 1957. Mrs. Chester 
Robinsin, Wichita County Medical Society Tumor Clinic, Wichita 
Falls, Secy. 

International Medical Assembly of Southwest Texas. Dr. John C. 
Parsons, 1125 Nix Professional Bldg., San Antonio, Secy. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences, next examination, 
April and October, 1957. Henry B. Hardt, Ph.D., Fort Worth, Pres.; 
Mrs. Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin, Chief Clerk. 

Texas State Board of Medical Examiners, Fort Worth, June 24-26, 


1957. Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fore Worth, 
Secy. 


Personals 


Dr. Harry M. Shytles, Jr., Sherman, has been chosen one 
of the outstanding young men of the state for 1956 by the 
Junior Chamber of Commerce. 

Dr. J. Layton Cochran, San Antonio, Past President of 
the Texas Medical Association, is chairman of the com- 
munity-wide $3,300,000 hospital expansion and building 
campaign. 

Dr. Elbert Dunlap, Dallas, has retired after 60 years of 
active medical practice. He was honored by his colleagues 
at a luncheon January 21. 

Dr. R. H. Rigdon, Galveston, and Dr. William O. Rus- 
sell, Houston, have received research grants from the To- 
bacco Industry Research Committee. Dr. Rigdon will study 
the effect of methylcholanthrene on the tissues of the duck 
with emphasis on the reaction in the trachea when com- 
pared with the skin of the body and the web of the foot. 
Dr. Russell’s research will be a pathologic-anatomic study 
of cellular changes in human bronchi. 

Dr. John E. Martin and Miss Bonnie Northrop, Houston, 
were married December 31. 


New parents of girls are Dr. and Mrs. Stanley Saiken, 
December 26 in Gainesville; Dr. and Mrs. Ernest E. Rising, 
December 14 in La Tuna; and Dr. and Mrs. V. C. Smart, 
December 5 in Austin. 


Twins, a boy and a girl, were born December 12 to Dr. 
and Mrs. E. R. Bebeau, Beaumont. 
Girls were born to Dr. and Mrs. Herschel G. Tree, Octo- 


ber 12, in Texas City, and Dr. and Mrs. Charles J. Hartel, 
Jr., in Galveston, December 10. 


EDUCATION 
Postgraduate Courses 


Cardiology for General Physicians and Internists, New 
York, April 11-May 23 and May 6-24.—The first course, a 
part time session, will emphasize clinical cardiology, review- 
ing all major forms of heart disease. The second, a full 
time course, will include an intensive review of diagnosis 
and treatment of heart disease, and emphasis will be placed 
on electrocardiography and the modern electrophysiology of 
the heart. The Dean, Post-Graduate Medical School, New 
York University, 550 First Avenue, New York 16, will 
send further information on request. 


Orthopedic Aspects of Treatment of Rheumatic Disorders, 
New York, March 19-April 2.—This course, given on three 
successive Thursdays, will review the basic orthopedic prin- 
ciples as they ate applied in the treatment of rheumatic dis- 
eases. Office practice will be stressed, and extensive clinical 
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material will be demonstrated. The Dean, Post-Graduate 
Medical School, New York University, 550 First Avenue, 
New York 16, can provide details. 

Maxillofacial Surgery, Houston, April 22-26.—Lectures, 
seminars, and demonstrations on diagnosis and treatment of 
fractures, neoplastic diseases, and developmental deformities 
will provide subject matter. Tuition is $125 and attendance 
will be limited. Dr. Sumter Arnim, Director, Postgraduate 
School of Dentistry, University of Texas Dental Branch, 
P. O. Box 20068, Houston 25, can provide application 
blanks and complete information. 

Review of Clinical Pediatrics, Match 4-9; Gastroscopy and 
Flexible Tube Esophagoscopy, begins March 4; Clinical In- 
ternal Medicine, begins March 7; Electrocardiography, Match 
18-22; Refresher Course in Allergic Conditions, March 25- 
27, New York City——These courses are to be given by the 
New York University Post-Graduate Medical School, and 
complete information about these and other courses offered 
during the academic year may be obtained from the dean, 
Post-Graduate Medical School, New York University-Belle- 
vue Medical Center, 550 First Avenue, New York 16. 

Rheumatic Diseases, Houston, February 27-28 and March 
1.—Emphasis will be on present day concepts and manage- 
ment of rheumatic diseases. The guest faculty will include 
Dr. Joseph Bunim, Bethesda, Md.; Dr. Richard H. Freyberg, 
New York; and Dr. William P. Holbrook, Tucson. 


Prairie View Postgraduate Assembly 


The twenty-first annual Postgraduate Medical Assembly 
will be held March 4-7 at Prairie View Agricultural and 
Mechanical College. Phases of medicine included in the 
program will be syphilis, tuberculosis, medical psychology, 
gastrointestinal disease, pediatrics, obstetrics, internal med- 
icine, dermatology, public health, and neuropathology. 

Out-of-state guest speakers will be Dr. Joseph G. Gath- 
ings, Dr. Howard M. Payne, Dr. Thomas E. Roberson, and 
Dr. Julian Waldo Ross, all of Washington, D. C., and Dr. 
Alexander D. Langmuir, Atlanta, Ga. 


Refresher Courses for X-Ray Technicians 


Six courses will be offered April 25-27 in Austin for 
x-ray technicians. The courses will be under the sponsor- 
ship of the Texas Society of X-Ray Technicians and are 
designed for technicians in every type of position. 


Topics of these refresher courses will be “Radioactive 
Isotopes,” “Handling the Patient in a Private Office,” “Su- 
pervisor’s Aids,” “Radiographic Landmarks,” “Physics,” and 
“Public Speaking.” 

As many as three courses may be taken by any technician, 
and a complete course will cover one day. B. J. Hambrick, 
R. T., Baylor University Hospital, X-Ray Department, Dal- 
las, can provide further information. 


Taub Visiting Professorship 


Dr. George W. Thorn, professor of theory and practice 
of physics, Harvard Medical School, and physician-in-chief, 
Peter Bent Brigham Hospital, Boston, was in Houston early 
in February as the Taub Visiting Professor of Internal 
Medicine for this year. He conducted daily teaching con- 
ferences at the Jefferson Davis, Veterans Administration, 
and Methodist Hospitals and at Baylor University College 
of Medicine. The Taub visiting professorship is sponsored 
annually by the medical school. 
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MEDICOLEGAL NOTES 
Artificial Insemination 


In the past several articles, various aspects of steriliza- 
tion procedures have been discussed, and it has been shown 
that in that area there is much confusion and uncertainty. 
As far as the law is concerned, the problems presented by 
artificial inseminations are much more controversial and 
uncertain. Until the courts have explored fully and spoken 
upon the problems presented by artificial insemination, we 
can at best only consider some of the problems which are 
presented and some of the precautions which should be 
taken. 

In the area of homologous insemination (where the wife 
for some peculiar physical reason cannot conceive even 
though her husband is fertile, and artificial insemination is 
used to inseminate the woman with her husband’s own 
semen), no particular problems are presented. This is be- 
cause the husband is in fact the donor. 

It is in the area of heterologous insemination, where 
the husband is sterile and it is necessary that donor semen 
be used to inseminate the wife artificially, that problems 
and uncertainties arise. Of course, the primary problems 
of vital concern to the physician are: What responsibility 
does the physician assume as to the suitability of the donor? 
How far will the physician be liable for errors of judgment 
in vouching for the fitness of the donor? What legal ef- 
fects will an unsatisfactory result have upon the physician 
in cases where the husband and wife have contracted to 


. assume such risk, and in cases where this subject is not 


mentioned? 

The answer to all of these questions can best be sum- 
med up in this statement—it is uncertain. Of course, the 
physician must assume some responsibility in ascertaining 
the suitability of the donor, but how much is not certain. 
It is likely that the courts would recognize a right on the 
part of the husband and wife to assume by express contract 
the risks of unsatisfactory results due to the unfitness of the 
donor, but again it must be said that to what extent or limit 
they may assume these risks is not known. 

Besides the problems raised in regard to the physician, 
there are other important problems raised which due to 
their controversial legal nature can bear greatly upon the 
results which may be reached. They are problems about 
which the husband and wife contemplating artificial in- 
semination should be aware. Just a few of these problems 
follow: Is the child legitimate or illegitimate? Will it be 
necessary to resort to adoption in order to bring the child 
within inheritance laws? Does the act of accepting arti- 
ficial insemination constitute adultery? Is consent required 
not only of the wife but of the husband as well? Does the 
child have any rights of inheritance against the donor of 
the semen as a real parent? 


Some of these questions are just beginning to be raised 
in the courts of the various states, and what will be the 
ultimate results is still open for speculation. There are sup- 
porters for both “yes” and “no” answers to the aforemen- 
tioned questions. 

Litigation in this area has been slow in coming, and the 
available cases leave much to be desired in answering the 
questions raised. Possibly the first case decided in this area 
was a Canadian case decided in 1921.* This case involved 
an alleged case of artificial insemination performed on a 
woman in England whose husband was in Toronto, Can- 
ada. While the question was not definitely decided by the 
court, it was strongly suggested that a woman who submits 





*Orford v. Orford, 49 Ontario Law Reports 15. 





to artificial insemination without the consent of the hus- 
band, the donor being a man other than her husband, com- 
mits adultery. 

In another case, which was decided in New York in 
1947,+ the court decided in a divorce action that the hus- 
band had the right to visit the child born to the wife even 
though the child was born as a result of artificial insemi- 
nation. It might be said that in effect the court held that 
the child was legitimate, but it might well be that this was 
just a convenient method of allowing the husband certain 
rights which normally are given the father of a natural 
child in a divorce case where the mother has been given 
custody. 

In a fairly recent case in Chicago, which arose as the 
result of a divorce action, the trial judge ruled that arti- 
ficial insemination “with or without the consent of the hus- 
band is contrary to public policy and good morals and 
constitutes adultery on the part of the mother.” 

Clearly, these few cases have done little, if anything, to 
answer the uncertainty which is present in this area. While 
it appears at the present time that few of these questions 
ever will affect the physician directly, they are so important 
and could be so far reaching in effect that physicians should 
be aware of and consider them. 


As to what precautions the physician should take in 
artificial insemination cases under the present state of the 
law, it might be well to set forth several points which 
physicians might use if presented with a case of this sort: 

1. Both the husband and the wife should be informed 
of the legal problems which they may face, such as legiti- 
macy of the child or property rights. 


2. A “cooling off period” should be provided for the ° 


husband and wife to consider these problems. 


3: Written consent should be signed by both husband 
and wife stating that they are aware of the medical and 
legal problems involved. 


4. If there is the least possibility that the husband might 
not be sterile, semen which is a mixture of the husband’s 
semen and the donor’s should be used because there is a 
strong presumption at law that a child is legitimate, and 
with the husband’s semen mixed with that of the donor, 
the court might well hold that the child is of the father’s 
blood and consequently is legitimate. 

5. The husband and wife should never know the name 
of the donor. 


6. The donor should never know the name of the donee. 

If these steps are followed and the physician uses care 
in selecting and determining the suitability of the donor, 
the possibility of any legal liability resulting from the phy- 
sician’s actions will be greatly lessened, notwithstanding the 
uncertainty of the law in this area. 


—PHILIP R. OVERTON, LL.B., Austin. 


Prescriptions Necessary 
For Hydrocortisone Preparations 


The Food and Drug Administration has ordered that 
ointments and lotions containing hydrocortisone and hydro- 
cortisone acetate may be sold only on prescription. Accord- 
ing to the commissioner’s statement, the available evidence 
fails to show that these drugs are safe for use without med- 
ical supervision, and that there is insufficient evidence to 
show the range in the amount of hydrocortisone that is 
absorbed through the skin and the clinical significance of 
such absorption. 


+Strnad v. Strnad, 78 N. Y. S. (2d) 390. 
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What's News 
In Legislation 


Legislation to eliminate the use of silver nitrate in the 
eyes of the newborn and to substitute other prophylactics 
was considered by the Texas Medical Association’s Council 
on Medical Jurisprudence at its January 26 meeting, but 
no action. was taken on this proposal because the present 
state law provides that other prophylactics may be used as 
approved by the State Board of Health. The council, in its 
report to the Executive Council January 27, suggested that 
this permissive provision be brought to the attention of 
Texas physicians. The Executive Council ratified this and 
other action by the Couricil on Medical Jurisprudence. 


STATE LEVEL 


The Council on Medical Jurisprudence approved the fol- 
lowing state legislation: a proposed bill to allow the Board 
for Texas State Hospitals and Special Schools to contract 
with existing local facilities for the care of tuberculosis pa- 
tients; a proposed mental health code designed to make 
more adequate and up to date the regulations for commit- 
ment to and operation of state mental hospitals; S. J. R. 3, 
which authorizes the creation of a citywide hospital district 


‘in Amarillo; S. B. 87, which extends the provision that a 


medical doctor and a registered nurse serve on the State 
Board of Vocational Nurse Examiners; S. B. 130, which 
establishes and provides for the construction of a state men- 
tal hospital; H. B. 120, which redefines the words “mentally 
retarded children”; and H. B. 31, which amends the uniform 
narcotic drug act to provide penalties for certain offenses 
involving minors under 19 years of age. 

Opposed by the council was H. B. 17 in its present form 
as being in violation of the medical practice act. This bill 
involves the licensing of psychologists, and it was referred 
to the Committee on Mental Health for recommendation. 

No action was taken on S. C. R. 15, which would allow 
the addition of facilities at the M. D. Anderson Hospital 
and Tumor Institute, Houston, if nongovernmental funds 
were used. H. B. 88, providing for treatment of narcotic 
drug addicts in state hospitals, was referred to the Com- 
mittee on Mental Health. 


NATIONAL LEVEL 


National legislation also had its share of attention from 
the Council on Medical Jurisprudence. Five bills were ap- 
proved. They included H. R. 9 and H. R. 10, the Jenkins- 
Keogh bills permitting the self-employed to deduct from ad- 
justed gross income as much as 10 per cent of net earnings 
or $5,000, whichever is the lesser, when paid into retire- 
ment funds or plans; H. R. 131, authorizing a waiver of 
social security taxes and benefits for persons participating in 
private insurance or retirement plans; the Bricker amend- 
ment; and H. R. 58, which tightens up admission proce- 
dures for veterans seeking Veterans Administration hos- 
pitalization for nonservice-connected disabilities (see edi- 
torial in this Journal). 

Other national legislation which will be in the news has 
been reported by the American Medical Association’s Wash- 
ington office. The administration again is asking Congress 
to authorize construction grants for medical, dental, public 
health, and osteopathic schools. The original plan was for 
an authorization of $250 million over a five year period 
for both laboratories and classrooms, but Congress author- 
ized $90 million over a three year period for laboratories 
only. 

A program of contributory, voluntary health insurance 
for federal civilian workers may gain approval this year, 
the AMA staff believes. Two previous proposals have failed 
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to pass because of objections of one or more groups to 
some aspect of the plan. Also in the voluntary health in- 
surance vein may be legislation to stimulate coverage for 
major medical expenses for farmers, for the aged, and for 
low income families. The administration’s reinsurance plan 
has been rejected twice by Congress, but a substitute plan 
may receive more favorable attention. This would permit 
smaller insurance companies to pool their resources without 
violating antitrust laws. Another proposal which is to be 
pushed in this Congress is the plan for federal grants to 
states to help them establish new health plans or to assist 
existing plans. 

When the doctor draft act expires July 1, the Defense 
Department says it will ask for an amendment to the regular 
draft act to provide for the selective call of doctors under 
35 who have been deferred to complete their education. 

In all probability there will be bills designed further to 
liberalize the social security act, the AMA staff reports. 
Expected demands will be for lowering the age for dis- 
ability cash payments, payments for temporary disabilities, 
and hospitalization for the aged. Some legislation, apart 
from that connected with social security, is expected to re- 
quest federal aid for the aging population. 

Money will be appropriated to maintain health, medical, 
and welfare programs already in existence, and medical re- 
search will have a large portion of the health budget. 


MEDICAL MEETINGS 





Institute in Psychiatry and Neurology 


The Veterans Administration Hospital in North Little 
Rock will be host to those attending the ninth annual Insti- 
tute of Psychiatry and Neurology there February 28-March 
1. In addition to the scientific program, the following 
activities have been scheduled for February 27: a conference 
on psychiatric nursing, another on Veterans Administration 
psychiatric social work, and a third on clinical psychology. 

Participants will include Dr. Francis J. Braceland, Hart- 
ford; Dr. J. B. Bounds, Roanoke; Dr. Esther Lucile Brown, 
Boston; Dr. Donald A. Covalt, New York; Dr. Iago Glads- 
ton, New York; Dr. Delmar Goode, Little Rock; Dr. Wil- 
liam E. Gordon, St. Louis; Dr. Granville L: Jones, Little 
Rock; Dr. William K. Jordan, Little Rock; Dr. E. Lowell 
Kelly, Ann Arbor; Dr. Louis A. Krause, Baltimore; Dr. 
F. Douglas Lawrason, Little Rock; Dr. L. H. McDaniel, 
Tyronza, Ark.; Dr. William S. Middleton, Washington, D. 
C.; Dr. S. J. Muirhead, Salisbury, N. C.; Dr. Earl G. Planty, 
Urbana, Ill.; Dr. William G. Reese, Little Rock; Winthrop 
Rockefeller, Little Rock; Dr. Terry C. Rogers, Little Rock; 
Dr. Lee G. Sewall, Pittsburgh; Storm Whaley, Fayetteville; 
Dr. Lewis R. Wolberg, New York; and Dr. Harold G. 
Wolff, New York. 






REHABILITATION CENTER PLANNING 


The Institute on Rehabilitation Center Planning will be 
held in Chicago February 25-March 1. Determination of 
community need for a center, mobilization of area support, 
definition of a feasible program of services, conversion of 
the program into action, operation of centers, community 
relationships, and evaluation of center services will be topics 
for consideration. Inquiries and advance registrations may 
be sent to William F. Stearns, 5 Franklin Avenue, Saranac 
Lake, N. Y. 





TEXAS State Journal of Medicine, FEBRUARY, 1957 





Symposium on Fundamental Cancer Research 


The eleventh annual M. D. Anderson Hospital and Tu- 


mor Institute Symposium on Fundamental Cancer Research 


will be March 7-9 in Houston. The general subject for the 
symposium will be “Viruses and Tumor Growth.” 

The first day will consist of open house to all symposium 
members and a presentation of annual progress reports on 
certain current research projects will be made by the prin- 
cipal investigators at the hospital. 

Friday, March 8, the presentation of papers will begin. 
They will include “Pathology of Virus Neoplasia’; “Genetic, 
Hormonal, and Age Factors in Susceptibility and Resistance 
to Tumor-Inducing Viruses”; “Immunological Factors in 
Viral Infections”; ‘Factors Influencing Proliferation of 
Viruses”; ‘Factors Influencing Proliferation of Tumor-In- 
ducing Viruses’; and “Transmission of Tumor- Inducing 
Avian Viruses Under Natural Conditions.” 

The afternoon session will include papers on “Enhance- 
ment of Susceptibility to Viruses in Neoplastic Tissues’; 
“Virus Range of Stable and Pure-Line Cell Strains”; “Onco- 
lytic Properties of Viruses’; “Cell-Free Transmission of Leu- 
kemia”; and “Isolation and Identification of Tumor-Induc- 
ing Viruses.” 

Saturday, the following presentations will be made: 
“Host-Virus Relationships in Tumor-Inducing Viruses’; 
“Carcinogens and Viral Infections”; “Action of Viruses on 
Cells”; ‘Potential Significance of Nucleic Acids and Nucleo- 
proteins of Specific Composition in Malignancy’; and Vi- 
ruses as Transducting Agents and Their Potential Signifi- 
cance in Cancer.” 


Friday evening, the Seventh Annual Bertner Foundation 
Award and Bertner Lecture will be made following a social 
hour and banquet. 


Texas Society of Pathologists 


At a January meeting in Galveston, members of the Texas 
Society of Pathologists approved a preliminary draft of a 
uniform code for necropsy procedure, a preliminary draft 
of a statewide medical examiner bill based on an independ- 
ent commission, and an annual conjoint meeting with the 
Texas Society of Medical Technologists. 


A high light of the meeting was the presentation of the 
Caldwell Award to Dr. John L. Goforth, Dallas. This award 
is given annually by the society to the outstanding Texas 
pathologist for teaching, research, and service during the 
past year. Only the day before, Dr. Goforth had been hon- 
ored by the administrator of St. Paul’s Hospital, Dallas, and 
presented with a diamond studded pin in recognition of his 
30 years of service there. 

Officers of the Society for the coming year are Dr. Lloyd 
R. Hershberger, San Angelo, president; Dr. John H. Chil- 
ders, Galveston, president-elect; Dr. Maynard Hart, El Paso, 
vice-president; Dr. Mervin H. Grossman, Dallas, secretary- 
treasurer; and Dr. Jack P. Abbott, Houston, councilor. 


American College of Obstetricians and Gynecologists 


The fifth annual interim meeting of District 7 of the 
American College of Obstetricians and Gynecologists will 
be held at the new Statler-Hilton Hotel in Dallas April 12- 
13. Scientific papers, unusual case reports, diagnostic and 
treatment clinics, and a round-table discussion period will 
be included in the program. Dr. William P. Devereux, 
Dallas, is chairman of the local arrangements committee. 
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American Academy of General Practice 


The American Academy of General Practice will have its 
ninth annual scientific assembly March 25-28 in St. Louis, 
and more than 25 prominent physicians will appear on the 
four day program. In addition, there will be 73 scientific 
and 260 technical exhibits. 

Scientific topics to be discussed include infertility, open 
heart surgery, cardiac rehabilitation, abuse of hormones, 
respiratory complications in the newly born infant, neg- 
lected areas of childhood and adolescence, gynecologic dis- 
orders of the adolescent, endocrine abnormalities, preopera- 
tive and postoperative care, diagnosis of angina pectoris, 
effectiveness of the Salk vaccine, and intestinal obstructions. 

Social events will be the president’s reception and dance, 
to which doctors and their wives are invited, and numerous 
entertainments for the ladies. 


Inter-American Medical Convention 


The Second Inter-American Medical Convention, under 
the sponsorship of the Medical Society of the Isthmian 
Canal Zone, will meet in Panama City April 3-5. Speakers 
will be from both North and South America, and all papers 
will be translated into both English and Spanish. Details 
of the program are available from Dr. William T. Bailey, 
Chairman, Executive Committee, Gorgas Hospital, Ancon, 
Panama Canal Zone. 


Pan American Medical Association 


The tenth inter-American congress of the Pan American 
Medical Association will be held in Mexico City April 15- 
21. The meeting will be divided into sections covering 
nearly all branches of medicine and surgery, and there will 
be motion pictures, panel discussions, and scientific and 
technical exhibits. Details of the meeting are available from 
the Executive Director, 745 Fifth Avenue, New York. 


Alumni Postgraduate Convention 


Sixteen refresher courses and 12 outstanding medical 
speakers will be featured at the 1957 Alumni Postgraduate 
Convention sponsored by the Alumni Association of the 
College of Medical Evangelists School of Medicine in Los 
Angeles, March 10-14. All physicians may attend, and re- 
quests for information may be addressed to the Managing 
Director, Alumni Postgraduate Convention, 316 North 
Bailey, Los Angeles 3. 


International Cancer Conference 


London, England, will be the site of the seventh Inter- 
national Cancer Congress July 6-12, 1958. There will be 
two main sessions of the congress, experimental and clinical. 
Special emphasis will be given hormones, chemotherapy, 
carcinogenesis, and cancer of the lung. Proferred papers 
will be considered only if submitted with an accompanying 
abstract before October, 1957, and if dealing with new and 
unpublished work. Registration forms and a preliminary 
program will be available early in 1957 from the Secretary 
General, 45 Lincoln’s Inn Fields, London, W. C. 2, England. 
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Fraternity Convenes in March 


Phi Lambda Kappa fraternity will hold its fifth annual 
interim scientific meeting in Las Vegas March 19-26. The 
scientific program will be of special interest to general prac- 
titioners. Dr. Samuel L. Lemel, National Secretary, 1030 
Euclid Avenue, Cleveland, 15, can provide complete pro- 
gram details. 


Ohio Group Celebrates Centennial 


The Academy of Medicine of Cincinnati (Hamilton Coun- 
ty Medical Society) will celebrate its centennial February 
27 through March 5. The occasion will be highlighted by 
a Health Museum and Exposition designed to interest the 
public in the fields of medicine, health, research, and science. 


OF GENERAL INTEREST 


WMA Promotes World Peace 


At its most recent general assembly, the World Medical 
Association adopted a six point program to implement one 
of its constitutional purposes, to promote world peace. This 
program includes the development of mutual exchange visits 
of foreign doctors; exchanges of distinguished medical téach- 
ers, establishment by each WMA member national association 
of an international visitor’s bureau, stimulation of visits by 
representatives of member associations to the annual meet- 
ings of other member associations, holiday exchange pro- 
grams between doctors and their families, and exchanges of 
text books and medical and scientific publications. 

Implementation of this program takes money and mem- 
bers. Dr. W. M. Crawford, 612 Sixth Avenue, Fort Worth, 
can provide information for interested physicians. Active 
membership dues for 1957 are $10. 


Tuberculosis Preventive Research 


Research aimed at learning how tuberculosis germs get 
into the lungs of uninfected persons and what may be done 
to prevent it is under way at the Veterans Administration 
hospital in Baltimore. 

Studies with rabbits and with special laboratory types of 
tuberculosis germs have shown that only the tiniest of par- 
ticles can carry the germ into the lungs of an uninfected 
animal. Ultraviolet light treatment of contaminated air has 
been found effective in protecting experimental animals 
from this laboratory type of tuberculosis. 

To determine just how contaminated the air breathed by 
persons with active tuberculosis may be, 200 guinea pigs 
will stay for many months in an exposure chamber where 
they will breathe air drawn from the rooms of patients. 
The number of animals which show evidence of tubercu- 
losis and the length of time the disease takes to develop 
will measure the degree of contamination of air by patients. 


Hospital Construction to Increase 


Hospital construction work in the United States will rise 
to an estimated $775,000,000 during 1957, according to 
Dr. John W. Cronin, assistant surgeon general, United 
States Public Health Service. 
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Even this stepped-up construction rate is not sufficient 
to eliminate hospital needs in the nation, Dr. Cronin be- 
lieves. In the January 1 issue of Hospitals, he wrote, “We 
still have 160 areas with no acceptable facilities, containing 
a population of 2.8 million, and about 25 million people 
live in areas which provide less than 50 per cent of their 
general hospital needs.” 

Of the amount which it is estimated will be spent on 
hospital construction in 1957, $740,000,000 will be non- 
federal, although $195,000,000 will be built with federal 
aid. 


Physically Impaired Persons 
May Get Health Insurance 


A plan to offer health insurance to people who have 
physical impairments was revealed at the recent Individual 
Insurance Forum of the Health Insurance Association of 
America in Dallas. 


Gerald S. Parker, The Guardian Life Insurance Company 
of America, N. Y., proposed that health insurance protec- 
tion be made available on an extra premium basis to physi- 
cally impaired risks. Some insurance companies, he said, 
are already experimenting with this type of coverage. He 
emphasized that there still is much to be learned in this 
field, and that individual selection costs at the outset will 
seem astronomical. “None of us suggest that there are not 
substantial risks involved. None of us thinks it will be 
inexpensive. All of us think it can be done,” he concluded. 


Cardiac Section Expanded in Charity Hospital 


The National Jewish Hospital, Denver, a free, nonsec- 
tarian institution, is expanding its facilities for cardiovascu- 
lar patients with lesions amenable to surgical intervention. 
Inquiries concerning admission may be directed to Miss 
Grace Grossman, Director of Social Service and Rehabilita- 
tion, 3800 East Colfax, Denver 6. 


MISSISSIPP! VALLEY ESSAY CONTEST 


Any subject of general medical or surgical interest, in- 
cluding medical education and economics, may be submitted 
as an entry for the Mississippi Valley Medical Society An- 
nual Essay Contest. Manuscripts, due not later than May 1, 
must not exceed 5,000 words, and must be submitted in five 
copies. The prize is $100, a gold medal, certificate, and 
an invitation to address the annual meeting of the society. 
Details may be obtained from Dr. Harold Swanberg, 209- 
224 W. C. U. Building, Quincy, Ill. 






DIET MANUAL AVAILABLE 


The Commission on Nutrition of the State Medical So- 
ciety of Pennsylvania now is making available a new edition 
of its Manual of Standard Therapeutic Diets. More than 30 
diets are presented, as well as a food composition table for 
a short method of dietary analysis. The first edition, issued 
several years ago, was so popular that supplies were soon 
exhausted. Copies of the manual may be obtained by send- 
ing $1 to the Commission on Nutrition, 230 State Street, 
Harrisburg, Pa. 
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There are more than 105,000 registered pharmacists en- 
gaged in active practice in the United States, according to 
the National Association of Boards of Pharmacy. 

Total drug store business in the United States in 1955 


-exceeded $4,800,000,000 — an all-time record for the in- 


dustry. 


Vitamin A Hazards Considered 


The possibility of regulating or controlling over the coun- 
ter sales of nutritional supplements containing vitamin A 
was considered in a preliminary conference of pharmaceuti- 
cal representatives called by the Food and Drug Administra- 
tion’s medical division January 14. The thought that some- 
thing should be done to control distribution of the vitamin 
resulted from reports of some 25 cases showing toxic effects 
when intake of vitamin A exceeded 50,000 units daily for 
several months. 

Expert consultants invited to assist with the problem in- 
cluded Otto Bessey, Ph.D. of the University of Texas Med- 
ical Branch, Galveston, and Dr. Tom D. Spies, chairman of 
the group, formerly of Texas and now of the University of 
Alabama. 


Medical Examinations to Be June 24-26 


The Texas State Board of Medical Examiners will meet 
in Fort Worth June 24-26 to give examinations and con- 
sider applications for licenses by reciprocity. Applications 
for reciprocity must be complete and on file with the board 
at least 30 days prior to the meeting date. Applications for 
examinations for the June meeting must be completed and 
filed no later than June 14. 


Big Bend Plant Source of Cortisone 


A weed that grows in profusion in the Big Bend of Texas 
and that is often fatal to sheep and goats offers a new, 
cheap source for cortisone, the Department of Agriculture 
is reported by the December 15 Journal of the American 
Medical Association to have announced. Agave lecheguilla 
contains a substance known as smilagenin from which corti- 
sone can be made chemically. 


Health Coverage Reaches New High 


The number of people in Texas who are covered by vol- 
untary health insurance reached a new high by September 
30, the Health Insurance Council Reports. Some 4,400,000 
persons were protected, as of that date, by insurance de- 
signed to help pay hospital and doctor bills. 


Asymptomatic Neurosyphilis 


The Cooperative Clinical Group, U. S. Public Health 
Service, analyzed 765 cases of asymptomatic neurosyphilis 
treated with penicillin. Statistics were based on groups ob- 
served over a period of six to seven years. The probability 
of progression to symptomatic neurosyphilis after penicillin 
therapy is .55 per cent the first year, 1.69 per cent the 
third year, 2.02 per cent the fifth year, and 3.31 per cent 
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the seventh year after treatment. Of this large series only 
one case was unequivocally a treatment failure, and this pa- 
tient responded satisfactorily to retreatment with a larger 
dose of penicillin. It is thought that most of the so-called 
progression acually represents the first clinical recognizable 
manifestation of preexisting subclinical central nervous sys- 
tem damage. 

It would appear from this study that penicillin alone is 
capable of curing asymptomatic central nervous system 
syphilis—Hahn, R. D., and others, A.M.A. Arch. Dermat. 
& Syph. 74:355-366 (Oct.) 1956. 


Herpes Zoster, Chicken Pox 
Treated with Gamma Globulin 


The authors treated 11 cases of herpes zoster with gam- 
ma (immune) globulin in doses of 20 cc. daily for four 
days. They also treated 5 children with chicken pox simi- 
larly with daily doses of 12 cc. for a total of three days. 
The authors feel that both processes were attenuated and 
that the zoster pain was definitely and promptly relieved. 

The clinical behavior of herpes zoster is very unpredicta- 
ble, and evaluation of treatment of any sort in this disease 
is difficult. Controlled comparisons would be necessary to 
withstand critical statistical analysis. One large disadvan- 
tage at this time, however, is the high cost of commercial 
gamma (immune) globulin—Rodarte, J. G., and Williams, 
B. H., A.M.A. Arch. Dermat. & Syph. 73:553-555 (June) 
1956. 


Prepaid Medical Care Began Long Ago 


That prepaid medical care was considered even 112 years 
ago is shown by the following items from the 1844 journal 
of Dr. John S. Ford, who practiced at that time in San 
Augustine: 

“To med. attention, self & family from date a/c to Jan. 1, 
1845, $20 Pd.” 

“To med. attention self and family Feb. 1844 to Jan. 1, 
1845, $100 Pd.” 

The latter fee was Dr. Ford’s largest collection during the 
year, and was made in advance. He made one collection of 
$96 on another account, on which a balance of $70 was 
carried over from 1843 and built up to approximately $70 
more. After paying the $96, the patient owed a balance of 
$44.12. 

Dr. Ford’s journal is photostated, and copies are in the 
Texas Archives at the Barker History Center, University of 
Texas, Austin. 

—Dr. J. M. Coleman, Austin. 


Physicians’ Attitudes 
On Health Insurance 


The responses of nearly 8,000 physicians surveyed on their 
attitudes toward voluntary health insurance indicated the 
following: 

1. The majority thought that health insurance should be 
underwritten by all agencies on a competitive basis. 

2. More than half expressed the opinion that the func- 
tion of such programs is to provide financial assistance. 

3. More than three-fourths thought that insured patients 
should pay some portion of medical care costs in addition to 
the insurance. 
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4. Most believed that insurance should attempt to cover 
only “a substantial portion” rather than the entire fee. 


The survey was conducted by the Council on Medical 
Service of the American Medical Association. 


All of us . .. sooner or later . . . learn that today’s events 
do not just swirl around us, but involve each of us. As doc- 
tors we cannot get away from them by claiming that our 
only interest is in the sick, and that we cannot be bothered 
by political, social and economic problems. These matters 
demand attention from the doctor as well as the lawyer, the 
businessman, the newspaper editor, the labor leader and the 
worker.—Dr. Dwight H..Murray, Presidential Address be- 
fore American Medical Association House of Delegates, Seat- 
tle, Nov. 27, 1956. 


MEMORIAL 


IBRARY 


Library Report—1956 


The past year was an important one in the history of 
the Texas Medical Association Memorial Library, as the 
growth and development of the Library during that time 
brought about the realization of the present status—that of 
a large medical library. The acquisition of volume 25,000 
has made this status possible. The addition of books and 
films has contributed to the efficiency with which the Li- 
brary can be of service to doctors and médical groups. Fol- 
lowing is a summary of the Library report for 1956, which 
shows an increase over the past few years. 


Number of reference requests. . . ». 2,428 
Circulation of material 

Reprints 

Journals 

Books ... 

Bound journals ase 

Photographic duplications ; 
Number of motion picture films adde 
Total number of films... 
Films shown at 
Bibliographies compiled . . 


Number of volumes in Library. 25,000 


Gifts to the Library 


Dr. Josephine Dunlop, Austin, 12 journals. 

Dr. F. P. Helm, Austin, 17 journals. 

Mrs. James T. Johnson, Denison, 54 books. 

Drs. Carey and Georgia Legett, Austin, 66 journals, 2 
books, 2 pamphlets. 

Dr. A. D. Pattillo, Austin, 33 journals. 

Dr. Walter D. Roberts, Austin, 15 journals. 

Dr. Joe C. Rude, Austin, 13 journals. 

Dr. Nelson L. Schiller, Austin, 18 journals, 10 pamphlets, 
10 reprints. 

Dr. C. A. Selby, Sinton, 276 journals. 

Dr. B. O. White, Austin, 18 journals. 
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Dock, William: Heart Sounds, Cardiac Pulsations, and 
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Fishbein, Morris, Ed.: 1956 Medical Progress, New York, 
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Schonell, F. Eleanor: Educating Spastic Children, New 
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Selye, Hans: The Stress of Life, New York, McGraw- 
Hill, 1956. 
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%& Motion Pictures 





Crash Research Films 


The following films were produced by Ford Motor Com- 
pany in collaboration with Cornell University Research 
Center. 

Crash and Live 
Sound, black and white, 24 min. 














Crash Research 
Sound, black and white, 10 min. 


Freedom of the American Road 
Sound, black and white, 27 min. 








On Impact 
Sound, black and white, 14 min. 













Rabies Can Be Controlled 
16 mm., color, sound, 13 min. 


Prepared for showing to all types of groups, the film 
points out the need for protecting your dog and yourself 
against the dreaded disease, rabies. Clinical cases of rabies 
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in a human and in a dog are shown. Methods of prepara- 
tion of a new rabies vaccine are shown as well as its use 
in Mass vaccination programs. 


%* Books 


Introduction to Hepatic Surgery 


HENRY GANS, M.D., Surgical Resident, Cincinnati. 
Introduction by A. BRUNSCHWIG, M.D. 265 pages. 
$12. Houston, Elsevier Publishing Company, 1955. 


This volume represents a tremendous amount of detailed 
study of a hazardous surgical entity. Recognizing the high 
mortality rate of hepatic surgery, Dr. Gans has attempted 
to lower this rate by a new approach. He makes a definite 
advance in this regard by pointing out that a lack of under- 
standing of the anatomical structure of the liver is largely 
responsible for the major difficulty encountered by hepatic 
surgeons. To correct this fault, a fairly new description of 
the various divisions of the liver is given in detail, and an 
effort is made to present the relationship of the lobes of 
the liver to the arterial, venous, and biliary systems. It is 
stressed that surgery can be done more safely with a com- 
plete knowledge of this relationship. The part of the book 
devoted to anatomy is so much in detail and so comprehen- 
sive as to command the reader’s closest attention, and it can 
be read with benefit by the anatomist as well as the surgeon. 

An entirely new concept is the use of blunt, rather than 
sharp, dissection in performing a hemo-hepatectomy or a 
hepato-lobectomy. By this method the blood vessels can 
be isolated without being interrupted and ligated at the 
hilum, thus offering a favorable control of hemorrhage, 
which has been the greatest problem in hepatic surgery. 

The chapter on wounds of the liver is surgically sound 
and should serve as a valuable guide to abdominal surgeons. 
The close statistical study of wounds of the liver makes it 
evident that early operation is preferable to conservative 
methods in wounds of the liver. Attention is called to the 
need for removal of the lobe itself in deep laceration of 
the liver, rather than for an attempt to control hemorrhage 
by one of the various methods heretofore in vogue. 

Even though Dr. Gans has sought to place surgery of the 
liver on a more rational basis, the reader is not led to be- 
lieve that it is no longer a major procedure. 

This volume could have been improved with more illus- 
trations of the steps of the operations advocated. Statistical 
evidence of the efficacy of this new procedure also is lacking. 

The writer has given us a book that is not for the casual 
surgeon, but rather for one deeply interested and who has 
an opportunity to become proficient in hepatic surgery. For 
such a surgeon the ideas advanced may be comforting and 
helpful when the need for the surgical removal of a lobe 
of the liver becomes necessary. 


—J. W. Nixon, M. D., San Antonio. 


The Truth About Cancer 


CHARLES S. CAMERON, M.D., Medical and Scientific 
Director, American Cancer Society. 268 pages. $3.95. 
Englewood Cliffs, N. J., Prentice-Hall, Inc., 1956. 


This book is ably written and may be easily read and 
understood by medical men and laymen alike. It appears 
to the reviewer that this book should be available to every 
practicing physician in the United States at the actual cost 
of publication before it is released to the public, for it con- 
tains a great deal of practical and homey information which 
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will be read and used by the public at large. It is impera- 
tive that all members of the medical society and all workers 
in connection with the American Cancer Society’s activities 
be thoroughly versed in the material that is presented. 

It is the reviewer's opinion that this book ought to be 
in the hands of every medical student before graduation in 
order that he may acquaint himself with the terminology 
and descriptive material and information that the public 
will be using on their physicians. 

This book is filled with factual information that certainly 
will be read with interest by the more intelligent citizens, 
but likewise it may cause considerable apprehension in the 
heart of anyone who has the signs and symptoms presented 
under the various systems. A good many of the symptoms 
mentioned may be caused by conditions other than cancer, 
but the publication has merit in that it will encourage the 
patient to have an examination if he has one or more of the 
symptoms mentioned. The book is a well balanced effort 
covering the causes of cancer, the misconceptions about it, 
the modalities available for its proper treatment, the role of 
hormones, the important place of palliation, the various 
types of cancer quacks, the importance of genetics and re- 
search in relation to malignancies.of all types, and a well 
done section on skin cancer, which is more prevalent in the 
Southwest than it is in some other areas of the country. 

Part 2 takes up in detail cancer of the skin, mouth, 
larynx, gastrointestinal tract, breast, uterus, lung, urinary 
and genital tracts; allied diseases such as lymphomas, leu- 


kemia, Hodgkin’s disease, and lymphosarcoma; sarcomas of . 


bone; and malignancies in children such as retinal glioma, 
Wilms’s tumor, and leukemia. 


The book ends with an appeal for all parents to learn 
and be alert to the seven danger signals, not to procrastinate 
in having a thorough check of anything that falls within 
the danger signals, to undergo regular physical examinations 
at least once a year, particularly after the age of 50, and 
to learn the art of self examination as regards the skin, 
breast, and oral cavity. 

Finally, it is worth repeating that every practicing physi- 
cian should have this book in his library and read it, for 
a well informed public is in the offing. 


—Joe C. Rude, M. D., Austin. 


Magic, Myth, and Medicine 


DONALD T. ATKINSON, SC.D., M.D., LL.D., F.A.C.S., 
FICS. 319 pages. $5. Cleveland, World Publish- 
ing Company, 1956. 


Dr. Atkinson has performed a great service to the medi- 
cal profession by writing this book. Since his early youth, 
he has been interested in medical history as a hobby, and 
has visited on five continents the sites of importance in 
medical history. He tells the scientifically accurate history 
of medicine in a simple, concise manner that reads as easily 
as a novel. This book is highly recommended, for patient 
as well as doctor. 


—H. E. Thompson, M. D., Navasota. 


Sexual Precocity 


HUGH JOLLY, M.A., M.D. (Cambridge), M.R.CP., 
Consultant Paediatrician, Plymouth Clinical Area; 
Late Senior Medical Registrar, Hospital for Sick 
Children, London. 276 pages. $6.75. Springfield, 
Ill., Charles C Thomas, 1955. 


This book is the result of a personal study of 69 patients 
with precocious puberty. There is a foreword by Lawson 
Wilkins. 

The book is well organized, readable, and practical. The 
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first half of the book is a critical review of the whole sub- 
ject. The second half consists of individual case reports 
with all pertinent clinical and laboratory data and many ex- 
cellent photographs. The relative frequency of the different 
types of precocious puberty are demonstrated and methods 
of differential diagnosis clearly described. The diagnostic 
tools are those available to most practicing physicians. 
The following paragraph deserves quotation: 

Sexual precocity is commoner in girls and in the 
present study there are 50 girls to 19 boys. The 
commonest cause in girls is precocity of constitutional 
origin and this accounted for 31 of these patients. 
This point is emphasized, together with the great 
rarity of the granulosa cell tumour of which one only 
is included, since these children are frequently sub- 
jected to an unnecessary laparotomy for fear of over- 
looking this tumour. In children the granulosa cell 
tumor is palpable by the time it has caused signs of 
precocity and it is therefore recommended that a 
laparotomy should only be carried out if an abdom- 
inal mass is felt. 


—C. O. Terrell, Jr., M.D., Fort Worth 


The Blood-Brain Barrier; With Special 
Regard to the Use of Radioactive Isotopes 


Louis BAKAY, M.D., F.A.C.S., Instructor in Surgery, 
Harvard Medical School; Assistant in Neurosurgery, 
Massachusetts General Hospital, Boston. 154 pages. 
$5.50. Springfield, Ill., Charles C Thomas, 1956. 


This is a scientifically documented study of the relatively 
mystic blood-brain barrier. Emphasis is placed upon the use 
of a variety of radioactive isotopes, including arsenic, bro- 
mide, carbon, chloride, copper, gold, iodine, potassium, 
sodium, sulfur, zinc, phosphorus, and dyes, both experi- 
mentally and clinically. A short but interesting historical 
introduction reveals the progress through the use of vital 
dyes in these studies, progressing to the use of radioactive 
dyes, and the application of radioactive isotopes and their 
importance, not only in the normal metabolism of the cen- 
tral nervous system, but also in trauma, infections, and tu- 
mors. The anatomic location still is under some dispute, and 
the capillary wall theory, the pia-glia membrane theory, and 
the tissue affinity are discussed. A large section is de- 
voted to experimental techniques with radioactive phos- 
phorus (P*). The effects of toxins, venoms, arteriographic 
contrast media, allergic agents, and even artificially induced 
seizures, as well as radiation with roentgen rays, on the 
permeability of this barrier are also well documented. This 
is a practical progress summary of recent advances, with the 
latest and most accurate of techniques. Despite the small 
size of this book, there is no lack of continuity, and interest 
is easily maintained. 


—Moses Ashkenazy, M. D., Houston. 


Hypnotic Suggestion; Its Role in Psychoneurotic and 
Psychosomatic Disorders 


S. J. VAN PELT, M.B., B.S., President, British So- 
ciety of Medical Hypnotists; Editor, British Journal 
of Medical Hypnotism. 95 pages. $2.75. New York, 
Philosophical Library, 1956. 


A Modern Pilgrim’s Progress for Diabetics 


GARFIELD G. DUNCAN, M.D., Clinical Professor of 
Medicine, Jefferson Medical College; Director of the 
Medical Divisions of Pennsylvania Hospital and Ben- 
jamin Franklin Clinic, Philadelphia. 222 pages. $2.50. 
Philadelphia, W. B. Saunders Company, 1956. 
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Hypothalamic-Hypophysial 
Interrelationships: A Symposium 


WILLIAM S. FIELDS, Professor of neurology, and oth- 


ers, Eds. 156 pages. $4.75. Springfield, Ill., Charles 
C Thomas, 1956. 


It is inspiring to see that the Houston Neurological Se- 
ciety, founded in 1951, has published a book of eight pa- 
pers, together with their discussion, from its third annual 
meeting. 

Contributors are from the Neurological Institute and the 
College of Physicians and Surgeons in New York; the Uni- 
versity of California at Los Angeles Medical School; the 
University of London, England; the University of Pittsburgh, 
Philadelphia; Montreal Neurological Institute; the Universi- 
ty of Texas Medical Branch, and Baylor University College 
of Medicine. These papers will be of interest to those en- 
gaged in endocrinology, psychiatry, neurology, and neuro- 
surgery and to those with an interest in basic research or 
psychosomatic medicine. It represents the most complete 
coverage of the central nervous system—pituitary interrela- 
tionship presented in bound form since the publication in 
1952 of the “Ciba Foundation Colloquia on Endocrinology, 
volume 4.” 

The first six chapters are devoted to basic science and 
give an excellent presentation of the diencephalic pituitary 
region, especially its neuronal and vascular intercommuni- 
cations. 

A well organized discussion of the supraoptic and para- 
ventricular nuclei as a part of the hypothalamic neurohypo- 
physeal secretory system is presented together with experi- 
mental data and other information bearing on the control 
of pituitary action and secretions and this gland’s interrela- 
tionships with other organs, such as the adrenals. A scholar- 
ly presentation was made by Dr. R. Guillemin, who prop- 
erly pays tribute to one of our illustrious workers, Dr. 
Charles M. Pomerat. Dr. Guillemin brought out the fact 
that anterior pituitary tissue in vitro would secrete only 
when incubated with homogenates of hypothalamic tissue. 
This finding has been’ clarified by recent isolation of a 
hypothalamic hormone which stimulates the pituitary to 
produce ACTH. The remaining papers are clinical, and the 
first discusses stimulation of the septal area of the brain 
with permanently implanted electrodes for the relief of in- 
tractable pain. 


The last paper of the symposium relates to the diuresis 
and diabetic-like syndrome which often follows the use of 
ACTH or steroids and presents evidence to support the 
thesis that it is an increase in serum toxicity which leads 
to the polydypsia and consequent polyuria. The book ends 
with a good general discussion and summary of the sym- 
posium, and one should not close without commenting on 
the fine paper by Gloor, “Telencephalic Influences upon the 
Hypothalamus,” and commend the author for the fine illus- 
trations used throughout the paper. 


Although this book will not have a general appeal, it 
will be read by those who are interested in the central nerv- 
ous system. It is a frontier in which we may expect many 
future accomplishments. 

—Noble Endicott, M. D., Austin, and 
Joe C. Rude, M. D., Austin. 


Retinal Circulation in Man and Animals 


I, C. MICHAELSON, Ph.D., Glasgow; F.R.F.P.S., Glas- 
gow; D.O.MS., England, Advisor in Ophthalmology 
to the Government of Israel; Chief, Department of 
Ophthalmology, Government Hospital, Haifa. 146 
pages. $6.75. Springfield, Ill., Charles C Thomas, 
1954. 
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ORGANIZATIO 


*” Texas 


Medical Association 


Fort Worth Reporter 
Wins Anson Jones Award 


Blair Justice, medical writer for the Fort Worth Star- 
Telegram, is recipient of first place award in the Texas 
Medical Association’s first Anson Jones competition, win- 
ners of which were announced February 1. The commen- 
dation, bestowed on a Texas reporter for “distinguished 
accurate lay medical reporting,” will be presented annually 
and carries a stipend of $250 cash and a plaque. 

Mr. Justice’s work included reporting on the University 
of Texas Medical Branch at Galveston, the Texas Academy 
of General Practice, Cancer Research Symposium, Texas 
Medical Association, and general local medical reporting. 
Miss Helen Bullock, reporter for the Dallas Morning News, 
was selected for first place honorable mention, and Miss 
Lorraine Barnes of the Austin American-Statesman for sec- 
ond honorable mention. Bob Hamilton, reporter for the 
Moore County News in Dumas, received commendation for 
his work in the field of weekly newspapers. 

Initiated by the Committee on Public Relations, the 
Anson Jones Award is designed to further relations between 
county medical societies, Texas newspapers, and the Texas 
Medical Association. Nominations for the award were sub- 
mitted by county societies, and they worked closely with 
the editors of newspapers in selecting writers to represent 
their respective areas. Any Texas reporter who serves a 
single newspaper, a news service, or periodical is eligible. 

Formal presentation of the Anson Jones Award will be 
made May 1 at the General Meeting Luncheon during the 
annual session in Dallas. 


Texas Medical Association 
To Assist “Operation Rebound” 


The Board of Trustees of the Texas Medical Association 
has appropriated $1,700 to help defray expenses involved 
in obtaining trailers for, and repacking, two 200 bed hos- 
pital units furnished the Houston and Galveston areas by 
the Federal Civil Defense Administration. 

These hospital units will be tested during Operation Re- 
bound, which will take place during the latter part of 
March. Since physicians in the Houston and Galveston 
areas have had previous experience in coping with emer- 
gency medical care, it is believed that they can and should 
assume some responsibility in testing the emergency hospital 
units. Two other tests have been made, but they were un- 
realistic in that they were carried out by disciplined and 
experienced military personnel and were carefully rehearsed. 
Nevertheless, much was learned from these two tests, and 
modifications of casualty care policy are proceeding. 

The test is to be a cooperative project of the Texas Med- 
ical Association, Baylor University College of Medicine, the 
University of Texas Medical Branch, local medical societies, 
and regional, state, and local civil defense organizations. 
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Dr. Louis A. 
BRUNSTING, 
Head of Section on 
Dermatology and 
Syphilology, 
Mayo Clinic, 


Dr. THOMAS H. 
BURFORD, 
Professor of 
Thoracic Surgery, 
Washington 
University School 
of Medicine, 
St. Louis 


Dr. D. EWEN 
CAMERON, 
Chairman of 
Department of 
Psychiatry, 
McGill University, 
Montreal, Canada. 


Dr. RICHARD H. 
CHAMBERLAIN, 
Professor of 
Radiology, 
University of 
Pennsylvania School 
of Medicine, 
Philadelphia. 


Dr. WARREN 
H. COLE, 
Professor and 
Head of Department 
of Surgery, 
University of 
Illinois College 
of Medicine, 
Chicago. 


Dr. LAURENCE 
B. ELLIs, 
Associate Clinical 
Professor of Medi- 
cine, Harvard 
Medical School, 
Boston. 


. 


GEORGE P. 
GARDERE, LL.B., 
Trial Attorney 
with Leachman, 
Gardere, Akin & 
Porter, Attorneys 
and Counselors, 
Dallas. 


JosH H. 
GroceE, LL.B., 
Attorney with 
Eskridge, Groce 

& Hebdon, 
Attorneys at Law, 
San Antonio. 


Refresher Course 
Faculty 


Dr. JOHN B. 
HICKAM, 
Associate Professor 
of Medicine, 
Duke University 
School of Medicine, 
Durham, N. C. 


Dr. JOHN R. HILL, 
Section of 
Proctology, 

Mayo Clinic, 
Rochester, Minn. 


Dr. REYNOLD A. 
JENSEN, 
Professor of 
Psychiatry and 
Pediatrics, Uni- 
versity of Minnesota 
Medical School, 
Minneapolis. 
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ANNUAL SESSION 
REFRESHER COURSES 


A refresher course program, presented for the first time 
by the Texas Medical Association at its 1955 annual session 
in Fort Worth, is again scheduled as a part of the conven- 
tion program. Twenty-four refresher courses, each consist- 
ing of an hour of lecture by an outstanding national medical 
leader or panel of experts plus a half hour of questions and 
answers, are being offered. Primarily for the benefit of 
physicians doing general practice but also of value to spe- 
cialists, the courses, like the rest of the scientific program 
at the annual session, will be granted informal hour-for- 
hour credit by the Texas Academy of General Practice. 


Courses are scheduled for 8:15 to 9:45 a. m., Monday 
through Wednesday, April 29-May 1, and a physician may 
attend as many as three courses, one each day. Attendance 
is limited to approximately 50 persons, with admission only 
by ticket, for which there is no charge. Tickets will be 
available at the Association’s registration desk in Hotel 
Adolphus throughout the meeting beginning Saturday, April 
27, except for the period between 7:45 and 10:00 a. m. 
on Monday, Tuesday, and Wednesday, when they will be 
distributed on the mezzanine floor of the Baker Hotel, where 
all of the courses will be given. 


Members of the Texas Medical Association will be given 
priority for tickets. Residents, interns, and others who are 
not members of the Association may attend the courses as 
space is available. They may get tickets the morning of the 
course and from 5 to 6 p. m. on the afternoon preceding. 

Physicians are urged to have in mind first, second, and 
third choices for each day and to return to the registration 
desk any tickets they do not intend to use. 


Dr. WINGATE M. 
JOHNSON, 
Professor of Clinical 
Medicine and Chief 
of Staff of Private 
Diagnostic Clinic, 
Bowman Gray 
School of Medicine, 
Winston-Salem, 

fas, 


Dr. ARTHUR C. 
JONES, 
Otolaryngologist, 
Jones Clinic, 

Boise, Idaho. 













Dr. H. RELTON 
MCCARROLL, 
Assistant Professor 
of Clinical 
Orthopedic Surgery, 
Washington 
University School 
‘of Medicine, 

St. Louis. 
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Dr. M. H. MogRISs, 
Orthopedic Surgeon, 
San Antonio. 

















Dr. H. B. 
MULHOLLAND, 
Professor of Internal 
Medicine and 
Assistant Dean, Unt- 
versity of Virginia 
Medical School, 
Charlottesville. 
















PHILIP R. 
OVERTON, LL.B., 
General Counsel, 

Texas Medical 

Association, 

Austin. 












































SMITH PETTIGREW, 
Medical 
Co-Ordinator, 
Texas Employers’ 
Insurance 
Association, 
Dallas. 






Dr. FREDERICK 
C. REHFELDT, 
Neurologic Surgeon, 
Fort Worth. 















Dr. A. D. 
RUEDEMANN, 8R., 
Professor of 
Ophthalmology, 
Wayne University 
College of Medicine, 
Detroit. 













Summaries of the courses will be included with the an- 
nual session program in the March issue of the Journal. 
The list of courses and instructors, along with the room 
assignments, follows. 


MONDAY, APRIL 29, 8:15 TO 9:45 A. M. 


Baker Hotel, Mezzanine Floor 


M-1 Treatment of Common Skin Diseases. 
Louis A. BRUNSTING, Rochester, Minn. 
(Texas Room) 
M-2 Immediate Management of Major Chest Injuries. 
THOMAS H. BURFORD, St. Louis. 
(Banquet Room 1) 
M-3 Risks and Rewards in the Use of the Fluoroscope. 
RICHARD H. CHAMBERLAIN, Philadelphia. 
(Banquet Room 3) 
M-4 Surgical Lesions of the Thyroid. 


WARREN H. COLE, Chicago. 
(English Room) 


Dr. JOHN R. 
SCHENKEN, 
Professor of 
Pathology and 
Chairman, Depart- 
ment of Pathology, 
University of 
Nebraska College 
of Medicine, 
Omaha, Neb. 


Dr. ROGER B. 
SCOTT, 
Associate Professor 
of Obstetrics 
and Gynecology, 
Western Reserve 
University School 
of Medicine, 
Cleveland. 


Dr. CALVIN M. 
SMYTH, 
Professor of 
Surgery, University 
of Pennsylvania 
Graduate School 
of Medicine, 
Abington, Pa. 


C. JOSEPH STETLER, 
Director of 
Law Department, 
American Medical 
Association, 
Chicago. 


Dr. GEORGE J. 
THOMAS, 
Associate Professor 
of Surgery and 
Chairman, Section 
on Anesthesiology, 
University of 
Pittsburgh School 
of Medicine, 
Pittsburgh. 


Dr. ROBERT W. 
VIRTUE, 
Professor of 
Anesthesiology, 
University of 
Colorado 
Medical Center, 
Denver. 


Dr. PRESTON 
A. WADE, 
Professor of 
Clinical Surgery, 
Cornell University 
Medical College, 
New York. 


Dr. FREDERICK 
W. WILLIAMS, 
President of 
American Diabetes 
Association and 
Associate Clinical 
Professor of 
Medicine, New York 
Medical College, 
New York. 


Dr. WOLF W. 
ZUELZER, 
Director of 

Child Research 

Center of Michigan, 
Detroit. 


NOT PICTURED 


HARRY W. GINTY, HALL E. 
Vice-President, TIMANUS, LL.B., 
Medical Protective Attorney with 
Company, ° Andrews, Kurth, 
Fort Wayne, Ind. Campbell & Bradley, 
Houston. 
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M-5 Pain in the Anorectal Region from the Standpoint of 
Causation. JOHN R. HILL, Rochester, Minn. 
(Tally Ho Room) 
M-6 Management of the Nervous Patient. 
WINGATE M. JOHNSON, Winston-Salem, N. C. 
(Camellia Room) 
M-7 Helpful Hints for Everyday Practice. 
ARTHUR C. JONES, Boise, Idaho. 
(Banquet Room 5) 
M-8 Tumors in Children. 
JOHN R. SCHENKEN, Omaha, Neb. 
(Banquet Room 4) 
M-9 Current Trends in Malpractice. 
MR. PHILIP R. OVERTON, Austin, Moderator; 
Mr. HALL E. TIMANUS, Houston; 
Mr. HARRY W. GINTY, Fort Wayne, Ind.; 
Mr. C. JOSEPH STETLER, Chicago; and 
Mr. JOSH H. GROCE, San Antonio. 
(Banquet Room 2) 







TUESDAY, APRIL 30, 8:15 TO 9:45 A. M. 


Baker Hotel, Mezzanine Floor 


T-11 New Methods of Treatment of Behavioral Disorder 
in the Aged. 


D. EWEN CAMERON, Montreal, Canada. 


(Tally Ho Room) 


T-12 Medical Implications of School Failure. 
REYNOLD A. JENSEN, Minneapolis. 
(Banquet Room 4) 
T-13 Fractures Which May Be Safely Handled in the Office 
of the General Practitioner. 
H. RELTON MCCARROLL, St. Louis. 
(Texas Room) 
T-14 Management of Cirrhosis of the Liver. 
H. B. MULHOLLAND, Charlottesville. 
(Banquet Room 2) 
T-15 Unilateral Exophthalmos. 
A. D. RUEDEMANN, 8R., Detroit. 
(Camellia Room) 
T-16 Safety Factors in Anesthesia. 
ROBERT W. VIRTUE, Denver. 
(Banquet Room 1) 
T-17 Surgical Complications of the Lower Extremities in 
Diabetes. FREDERICK W. WILLIAMS, New York. 
(Banquet Room 3) 
T-18 Amnemias in Infancy and Childhood. 
WOLF W. ZUELZER, Detroit. 
(Banquet Room 5) 
T-19 Medical, Legal, and Insurance Aspects of the Treat- 
ment of Industrial Injuries. 
FREDERICK C. REHFELDT, Fort Worth, Moderator; 
MR. SMITH PETTIGREW, Dallas; 
Mr. GEORGE P. GARDERE, Dallas; and 
M. H. Morris, San Antonio. 
(English Room) 







WEDNESDAY, MAY 1, 8:15 TO 9:45 A. M. 


Baker Hotel, Mezzanine Floor 


W-21 Long Term Management of Coronary Disease, In- 
cluding the Place of Surgery and Other Radical 
Treatments. 

(English Room) 


LAURENCE B. ELLIS, Boston. 
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W-22 An Internist’s View of the Optic Fundus. 
JOHN B. HICKAM, Durham, N. C. 
(Tally Ho Room) 
W-23 Abnormal Uterine Bleeding with Particular Refer- 
ence to Dysfunctional Type. 
ROGER B. ScorTrT, Cleveland. 
(Banquet Room 1) 
W-24 Differential Diagnosis of Acute Abdominal Condi- 
tions. CALVIN M. SMYTH, Abington, Pa. 
(Banquet Room 2) 
W-25 Anesthesia by the General Practitioner. 
GEORGE J. THOMAS, Pittsburgh. 
(Banquet Room 3) 
W-26 Treatment of Fractures in Children. 


PRESTON A. WADE, New York. 
(Banquet Room 5) 


EXECUTIVE COUNCIL WEEK END 


First Indoctrination Program; 
Conference of New Officers 
And Legislative Symposium 


Approximately 350 physicians and their wives attended 
the sixth annual Conference of County Medical Society 
Officials and Symposium on Legislation and the first In- 
doctrination Program held in conjunction with the Texas 
Medical Association’s winter Executive Council session, Jan- 
uary 25-27, in Austin. 

Meeting jointly in the morning, the new officers of 
county societies and the new members of the Association 
heard talks by Dr. Milford O. Rouse, Dallas, President of 
the Association; Dr. R. W. Kimbro, Cleburne, chairman of 
the Board of Trustees; Dr. J. T. Billups, Houston, chairman 
of the Board of Councilors; and C. Lincoln Williston, Aus- 
tin, executive secretary. Dr. Denton Kerr, Houston, Presi- 
dent-Elect, presided. Following this session, those attending 
the conference and symposium heard C. Joseph Stetler, Chi- 





Doctors register for a full week end of activity at 
Texas Medical Association headquarters in Austin. 


cago, director of the Law Department of the American 
Medical Association, while the new members had a session 
on medical economics, public relations, and health insurance. 


After luncheon, the Hon. Olin Teague, Bryan, Repre- 
sentative in Congress from the Sixth District of Texas, ad- 
dressed the new officers; and the 72 registered for the In- 
doctrination Program heard talks on legislation, workmen's 
compensation laws, public health agencies, state hospitals, 





115 








and malpractice. Following Representative Teague’s talk, 
panel discussions on increasing the effectiveness of county 
medical societies were held for the small, medium, and 
large sized county medical society officers. 

New officers and new members joined again late in the 
afternoon for the presentation of volumes number 25,000 
and 25,001 to the Memorial Library, marking its classifica- 
tion as a large medical library. Mrs. Mary D. Cain, editor 
and manager of the Summit (Miss.) Sun, spoke to the 
group, which concluded the day’s business activities. 

A summary follows. 


FOR NEW MEMBERS 
AND NEW OFFICERS 


A Look at Texas Medicine Today.—The medical profes- 
sion is the only group relatively unsocialized today, Dr. Mil- 
ford O. Rouse pointed out. He praised the Texas Medical 
Association headquarters building, the central office staff, 
the Memorial Library, the Journal, and other divisions of 
the central office. He mentioned ‘a few of the many out- 
standing jobs being done by the 250 physicians who serve 
the Association on its boards, councils, and committees and 
the great potential of such new committees as the Commit- 
tee on Problems of the Aging, on Cardiovascular Disease, on 
Bracero Insurance and Medical Care, and to Study Hospital- 
Staff Relationships. Dr. Rouse closed with words of praise 
for the Woman’s Auxiliary and its work and with a re- 
minder of the annual session to be held in Dallas, April 27- 
May 1. 

The Texas Medical Association: Its Purposes and Projects; 
An Accounting of Stewardship—What Happens to Your 
$50 Dues.—Mainly addressing those present for the Indoc- 
trination Program, Dr. R. W. Kimbro introduced the other 
members of the Board of Trustees and stressed to new mem- 
bers the fact that they are entitled to know what happens 
to their $50 dues. He pointed out that the Association’s 
revenue is acquired primarily from three major sources, 
membership dues, advertising in the Journal, and technical 
exhibit booths at the annual session. Of the $50 dues, $30 
goes to the General Operating Fund, $15 to the Building 
Fund, $3 for subscription to the Texas State Journal of 
Medicine, $1 to the Medical Defense Fund, and $1 to the 
Woman’s Auxiliary. The Association’s largest expenditures 
are for the Memorial Library’s operating fund, Dr. Kimbro 
pointed out, for the annual session (the anticipated cost for 
the 1957 meeting is $25,000), for committee projects, and 
for other means to provide services to the members. Dr. 
Kimbro closed by reiterating that the Board of Trustees in- 
vites any member to bring questions regarding an expendi- 
ture or a policy to its attention. 

Obligations of Members to Organized Medicine and Med- 
ical Ethics—As physicians know, their prime purpose is to 
serve their patients, Dr. J. T. Billups said. The inheritance of 
the medical profession is great, and each doctor has an obli- 
gation to his profession and organized medicine. Dr. Billups 
pointed out that no man has a right to sit back and criticize 
any activities or actions; he must take an active part in his 
organization. If a physician learns the rules of medical 
ethics, he will not have any trouble, Dr. Billups stated. One 
misconception is that the boards of censors serve as a police 
body; rather, they stand ready to help and advise any mem- 
ber. A doctor must be careful of professional jealousy. He 
must not ask for a different interpretation of the rules of 
ethics as the interpretation is the same for all. He must 
uphold his professional oath. 

Services of the Central Office Available to Physicians.— 
C. Lincoln Williston summarized the services of the central 
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office in improving liaison with county medical societies. 
The Memorial Library processes more than 200 reference 
requests each month from doctors throughout the state; the 
Texas State Journal of Medicine, the official publication of 
the Association designed to help keep the doctors informed 
on current medical affairs, reaches more than 7,800 each 
month; the Physicians Placement Service serves young doc- 
tors seeking locations to practice in the state, others who 
desire to relocate, physicians and clinics seeking associates, 
and communities which need and can support a doctor; 
membership records are maintained, as are current bio- 
graphical data on members; and the Woman’s Auxiliary is 
assisted in its expanding activities and programs. Mr. Wil- 
liston also explained the central office’s activities in the 
field of public relations, iri assisting the Association’s coun- 
cils and committees in executing their programs and activi- 
ties, and in improving liaison with the component county 
societies primarily through visitations and communications. 


New members take part in the first indoctrination 
course given by the Association. In the top picture the 
first indoctrinee, Dr. Robert Hausman (center), and the 
second, Dr. R. C. Hardy (right), both of San Antonio, 
hand their attendance cards to a staff member. In the 
lower pictures the new doctors are briefed on informa- 
tion of importance to them. 
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INDOCTRINATION PROGRAM 


With Dr. Foy H. Moody, Corpus Christi, Vice-President 
of the Association, presiding, the Indoctrination program 
continued. 

Medical Economic Considerations in the Practice of Med- 
icime-—Dr. Harvey Renger, Hallettsville, chairman of the 
Council on Medical Economics, pointed out three aspects 
of the business side of a doctor’s practice: insurance in 
relation to his practice, insurance in relation to himself, and 
an explanation of charges. Both group and individual con- 
tracts are available for loss of income protection, hospital 
expense protection, surgical expense protection, medical ex- 
pense protection, and major medical expense protection. He 
also mentioned supplemental types of insurance: automo- 
bile, group accident and death dismemberment, life, auto- 
mobile liability, and workmen’s compensation. Dr. Renger 
suggested that a physician know the limitations of policies 
and that he buy his insurance to suit his needs and no more. 
A physician should study his insurance needs carefully and 
design his insurance to cover 75 per cent of his income. 
Dr. Renger urged the doctors to discuss fees with their 
patients. He stressed the fact that the fee schedule for use 
with the medicare program is based on maximum fees and 
should not be taken as an average. 

Public Relations, Public Opinion, and Medical Practice.— 
Dr. Van D. Goodall, Clifton, a member of the Committee 
on Public Relations, said that the field of public relations 
overlaps all fields. It may be defined as the sum and total 
of opinions of what others think of you. Public relations 
is not high powered publicity, as some think. The types of 
public relations are internal relations among doctors and 
external relations with newspapers, radio, television, and 
other media. Dr. Goodall urged doctors to discuss fees with 
their patients and mentioned that the AMA has a plaque 
inviting such discussion. He felt doctors should be on guard 
against such causes of poor public relations as poor records, 
poor statements, lack of follow up, unitemized bills, and 
use of unethical collection agencies. 


Voluntary Prepayment Health Insurance.—Dr. Roy T. 
Lester, Dallas, medical director of Group Hospital Service 
(Blue Cross), illustrated his talk with numerous slides. 
He pointed out that doctors’ fees have not gone up as far 
or as fast as other family expenses. A yardstick to use in 
evaluating a hospital plan would include such questions as 
is it adequate, is it convenient, is it economical, is there 
continuity, and is there protection. To be adequate a policy 
must have equal benefits for members and dependents; it 
must be flexible and realistic; the limitations should be 
checked. To be convenient, the payment should be prompt 
and there should be ease of admission to the hospital. 

Legislative Issues and Their Effect upon Medical Prac- 
tice—The most difficult task confronting a doctor today is 
preserving the private practice of medicine and the Ameri- 
can system of free enterprise, said Dr. G. W. Cleveland, 
Austin, chairman of the Council on Medical Jurisprudence. 
Dr. Cleveland touched on the. high spots in current legisla- 
tive issues, mentioning the expansion of veterans’ medical 
care, the broadening of medical care for military dependents, 
health insurance through social security, and the avowed 
objective of organized labor to enact a national system of 
compulsory health insurance. He urged physicians to keep 
informed of the issues and to elect to office those who may 
be depended upon to preserve the American way of life. 

Workmen’s Compensation Laws.—As medical coordinator 
for the Texas Employers’ Insurance Association, Smith Petti- 
grew of Dallas explained the physician’s relationship to the 
workmen’s compensation law. He pointed out that insur- 
ance companies are administrators of the workmen’s com- 
pensation laws; they do not make the laws. The law pro- 
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vides that the doctor report directly to the insurance com- 
pany and that except for emergency treatment the insurance 
company must authorize medical treatment before being ob- 
ligated to pay for it. Mr. Pettigrew stressed the point that 


. the insurance company cannot authorize anything without a 


limited investigation to determine that the injured work- 
man had an accident while he was in the scope and course 
of his employment and while furthering the interests of his 
employer. When in doubt, communicate with the insuring 
company, Mr. Pettigrew concluded. 


Services to Physicians from Public Health Agencies —Dr. 
Henry A. Holle, Commissioner of Health for Texas, said 
the profession of public health operates under a single 
credo: service. The Texas State Department of Health, 
composed of 22 divisions, is available to render service to 
the physicians of Texas. Among the divisions giving service 
to the medical profession are Laboratory, Vital Statistics, 
Tuberculosis Control, Communicable Disease Control, Hos- 
pital Services, Cancer and Heart, Food and Drugs, Vet- 
erinary Public Health, and Public Health Education. The 
health department and medical profession can work closely 
with mutual benefit, Dr. Holle pointed out. Regulations 
on school health programs, maternal and child health pro- 
grams, and communicable diseases are best worked out 
jointly between the health department and medical society. 
Accurate health education programs induce earlier visits 
to the physician’s office for diagnosis and treatment. Com- 
municable disease control is improved by public health lab- 
oratory services and the consultative service of health de- 
partment communicable disease authorities working with 
prompt and complete reportings from the county. Doctors 
thus receive support in most—if not all—their efforts, Dr. 
Holle concluded. 

Texas State Hospitals: Procedures for Admission.—Dxr. 
James H. Wooten, Jr., Columbus, a member of the Board 
for Texas State Hospitals and Special Schools, told new 
doctors what facilities the state has available for mental 
illnesses, tuberculosis, mental retardation, epilepsy, and 
cerebral palsy. He urged support of the new Texas Mental 
Health Code, which was submitted to the Texas Legislature 
in January (see Dr. Wooten’s guest editorial beginning on 
page 65 of this Journal), and pointed out the four proce- 
dures by which a person may be admitted to a state mental 
hospital under the proposed act: voluntary commitment, 
emergency commitment, temporary hospitalization for ob- 
servation and/or treatment, and indefinite commitment. 

Legal Aspects of Your Practice: Malpractice and How to 
Avoid It.—After a doctor receives his license t6 practice 
medicine, there are several important items for him to do 
and know. Philip R. Overton, Austin, general counsel of 
the Texas Medical Association, mentioned such items as 
filing of license, Identification Act, instructions about nar- 
cotics, prenatal and postnatal prophylactic measures required 
by law, Medical Practice Act, and the Board of Medical 
Examiners. Mr. Overton pointed out that the physician- 
patient relationship carries with it certain obligations and 
legal responsibilities. Malpractice suits are increasing; one 
survey revealed that 60 per cent of the suits were the result 
of inopportune remarks made by physicians because of 
their lack of knowledge concerning the facts or personal 
animosity or jealousy. Mr. Overton gave important points 
in preventing malpractice claims. 


GUEST PRESENTATIONS 


C. Joseph Stetler, Chicago.—Speaking on “Current Trends 
in National Legislation: What's Ahead for 1957,” Mr. 
Stetler, who is director of the Law Department of the AMA, 
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stated that the increasing influence of the federal govern- 
ment in medical as well as other affairs is evident in the 
number of bills introduced into Congress. In the Eighty- 
Fourth Congress a total of 571 bills with primary medical 
implications were introduced, and 25 of them were enacted. 
In the first 20 days of the current Eighty-Fifth Congress 
4,860 bills, including 165 of medical importance, were in- 
troduced, including those dealing with veterans benefits, 
social security, tax deferment, public health, and the aged. 

Medicine generally has had fairly good results in its 
dealings with legislative measures involving frontal ap- 
proaches but has fared less successfully with “piecemeal” 
type bills; more laws adverse to the viewpoint of most 
physicians have been passed in the past two years than in 
any comparable period before. More individuals concerned 
with medicine must take an active interest in legislation if 
this trend is to be stopped, Mr. Stetler emphasized. 


Featured guest speakers for the Conference of County 
Medical Society Officials and Symposium on Legislation 
were (left) C. Joseph Stetler of Chicago, shown with Mrs. 
Sam E. Thompson of Kerrville and President-Elect Dr. 


The Hon. Olin Teague, Bryan.—There are two extreme 
sides to the question of medical care for veterans, said Mr. 
Teague, Representative in Congress from the Sixth District 
of Texas, in discussing “The Veteran and Medical Service.” 
The Veterans Administration believes that veterans are en- 
titled to medical care for any condition regardless of wheth- 
er or not it is service connected. The American Medical 
Association believes that veterans are entitled only to care 
for conditions directly traceable to their military service. 
Neither of these extreme views would be practical; it would 
be impossible to staff and build hospitals to care for every 
illness of every veteran. Likewise, if only service-connected 
cases were admitted to veterans’ hospitals, civilian charity 
wards would be flooded with some 71,000 cases, Mr. Teague 
declared. 


Much criticism has been directed at the admission of 
veterans who are covered by workmen’s compensation or 
private health insurance or who are otherwise able to pay 
for their care. A partial solution lies in modifying and 
strengthening admission procedures. Specifically, this would 
mean an extensive financial investigation and statement of 
the net worth of each prospective patient, estimating the 
average length of stay and cost of care for each, then warn- 
ing him of the legal consequences of making false claims 
as to his ability to pay for the care. This procedure is aimed 
at weeding out short-term care for which many veterans 
are capable of paying. 

Mrs. Mary D. Cain, Summit, Miss—Nobody is more re- 
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ceptive to new ideas than a sick man, which gives physi- 
cians an unusual opportunity to get across their views to 
other people, believes Mrs. Cain, editor and manager of 
the Summit Sun, whose topic was “Big Government! Little 
You!” 

The chief reasons why this country has big government 
and little people are fourfold: (1) lack of knowledge of 
the Constitution and Bill of Rights; (2) abuse of the six- 
teenth amendment with the graduated, progressive income 
tax and the buying of votes by government subsidies and 
handouts; (3) rights the federal government was never in- 
tended to have being taken by Congress, primarily by stretch- 
ing the general welfare and the commerce clauses of the 
Constitution; (4) lack of coordinated effort in fighting back. 

The only answer, in Mrs. Cain’s opinion, is to get mad 
enough to do something about the situation, forcing the 
government to get out of business (as provided for in the 


Denton Kerr of Houston; (center) Mary D. Cain, Summit, 
Miss.; and (right) Congressman Olin Teague of Bryan, 
conferring with President Dr. Milford O. Rouse of Dallas. 


proposed twenty-third amendment), repealing the sixteenth 
amendment, and coordinating the efforts of those who want 
to change the present trend. 


INCREASING THE EFFECTIVENESS 
OF COUNTY MEDICAL SOCIETIES 


The Small County Medical Society—As moderator, Dr. 
Neil Buie, Marlin, mentioned that several of the reasons 
for having a county medical society, as found in his society’s 
constitution, are fellowship, education, scientific, social, po- 
litical, and economical. He introduced the panelists, Dr. 
R. Harvey Bell, Palestine, who spoke on legislative affairs; 
Dr. M. G. Hutchins, Conroe, who discussed professional 
relations; and Dr. E. E. Lowrey, Gatesville, who represented 
the smallest county society in the Association. Dr. J. J. 
Slaugenhops, Vernon, who was scheduled as a panelist, was 
unable to be present. About 20 attended. 

Dr. Bell pointed out that legislative objectives are the 
same for any size group, with personal contact being the 
important factor. He suggested talking to candidates for the 
Legislature prior to their election and then keeping in 
touch. Personal communication may be by telephone or 
telegram, through the Woman’s Auxiliary, and through 
others who may be encouraged to send messages concerning 
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particular legislation. In sending telegrams, Dr. Bell urged 
that they be sent individually rather than as a group and 
that the same wording not be used. He suggested that doc- 
tors contact their legislators even though they may know 
that their views coincide with medicine’s and that doctors 
know the names and addresses of the representatives from 
the area. 

The harmonious professional relations in Montgomery 
County are brought about by the discussion of problems 
at medical society meetings, said Dr. Hutchins. If a patient 
complains to a physician about another doctor, assume the 
doctor is right and never believe he is wrong without check- 
ing with him, Dr. Hutchins suggested. Dr. Hutchins ex- 
plained the society’s meeting arrangement; each month the 
meeting consists of a social hour, dinner, a business session, 
and a program. The programs are scientific, or speakers 
from the Texas Medical Association central office are ob- 
tained. Good attendance is stimulated by a good program 
and fellowship, he concluded. 


Dr. Lowery pointed out the difficulty in holding regular 
monthly meetings for such small societies. In his group, 
composed of five members, four of them work together 
daily. The group has considered consolidation with nearby 
societies but prefers to function independently. The mem- 
bers meet in the home of one of the doctors five or six 
times a year. Usually they do not have a scientific pro- 
gram, but they have had specialists from neighboring towns 
give scientific programs and Audio-Digest films from the 
Texas Medical Association Memorial Library are used. Dr. 
Lowery said that the doctors in his society know the legis- 
lators personally, and he feels that they carry weight with 
them. 

Discussion from the floor brought forth several pertinent 
points. Dinner meetings with the wives were credited with 
increasing attendance in one society. Giving each member 
the responsibility of preparing the program for one meet- 
ing, in cooperation with the secretary, was suggested, as 
was the preparation of a list of scientific speakers who 
would be available for programs for small societies. One 
physician stated that his society outlines its programs for 
the year and the members volunteer to get a speaker for 
each program. Some societies meet jointly with neighbor- 
ing county societies for scientific programs with outstanding 
speakers. One doctor pointed out that medical subjects 
bring out the country doctors to society meetings whereas 
surgical subjects will not; when in doubt, call a urologist, 
he said. 

The Medium-Sized County Medical Society—With Dr. 
Carlos E. Fuste, Alvin, presiding, the discussion was opened 
by Dr. E. T. Driscoll, Midland, who spoke on increasing 
individual participation. First, the officers must be con- 
vinced that no work is worth while unless it is well done. 





This is one of three panels which led discussions by 
officials of small, middle sized, and large county med- 
ical societies about problems in attendance, committee 
work, and legislation. 
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In his society, the president takes part in all local and 
regional medical affairs and assigns members to prepare 
programs. The secretary should be a long-time member of 
the society, well grounded in its past history and traditions; 
for most effective service he should remain in office over 
a period of years. Committees are more effective if they 
serve on a continuing basis and keep accurate, complete 
records for the use of future members. Liaison with the 
Woman's Auxiliary definitely is worth while, Dr. Driscoll 
said. 

Dr. S. W. Bradford, Tyler, discussed public relations and 
nonscientific programs in stimulating attendance. Because 
of the wealth of scientific information available from other 
sources nearby, the society experimented with nonscientific 
programs, and attendance jumped from 45 to 65 per cent. 
Programs have included discussion of organization of the 
Texas Medical Association, estate planning and taxes, wills, 
trusts, hospital administration and health insurance, public 
relations, doctor-patient and doctor-press relationships, and 
civic responsibilities of doctors. For the most part, the pro- 
grams were presented by laymen. In addition, regular re- 
ports of Association activities are given. 

Dr. Mack Bowyer, Abilene, talked on implementing med- 
ical legislative objectives at the local level. 

The Woman's Auxiliary has put the doctors to shame in 
this field, and more interest is needed on the part of doc- 
tors, he said. The legislative committee should be a sep- 
arate and important entity in the society, and responsibility 
definitely should be spread. The committee should give 
a brief report of pertinent legislative facts at each meeting. 
Doctors should be urged to make personal contact with 
legislators, to know the authors of medical bills, to know 
who will consider and pass on these bills, and to present 
their ideas clearly and intelligently to congressmen. 

Dr. Herbert Donnell, Waxahachie, suggested ways of 
stimulating attendance. The basic elements are to provide 
a good place to meet, good food, a good program, and re- 
minders of the meeting to every member. Doctors also need 
to be stimulated along legislative lines and instructed to 
attend precinct conventions. Young doctors, and all doctors, 
should be fighting for the chance to fight socialized medi- 
cine, Dr. Donnell said. 

Some of the points mentioned in general discussion were 
(1) Medical societies should organize speakers’ bureaus on 
medical matters for lay groups. (2) In Brazoria County, 
the secretary has compiled a list of daily and weekly news- 
papers and sends news releases to all of them within 24 
hours after meetings. Also, it is helpful to have a definite 
press code and to cooperate with reporters. (3) Compul- 
sory attendance was discussed briefly, and it was brought 
out that the House of Delegates had defeated such a pro- 
posal three to one at the 1956 meeting. (4) One of the 
best methods of increasing attendance and keeping it on 
an even keel is to have a dinner for doctors and their 
wives, then separate into two groups for meetings. Wives 
will see that their husbands attend a meeting to which 
they are invited. 

The Large County Medical Society—About 40 were pres- 
ent for the panel discussion moderated by Dr. Elliott Men- 
denhall, Dallas. 

Dr. John L. Matthews, San Antonio, said that it is im- 
portant to keep all members abreast of business affecting 
the society and of action taken by the executive board; this 
can be done best by some form of newsletter. The president 
should delegate rsponsibility to the proper committee, and 
as Many committees as can be useful should be appointed to 
activate members. Definite steps should be taken to build 
up a cordial relationship with legislative representatives. 

Dr. C. H. McCuistion, Austin, substituting for Dr. Wil- 
liam E. Powers, Amarillo, reported that Travis County has 
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been devoting its programs to nonscientific matters except 
for an occasional visiting expert, emphasizing legislative 
and socioeconomic matters. It is thought that this not only 
offers a means of presenting information of great impor- 
tance to the profession but also affords programs of more 
general interest, thus promoting attendance. The medical 
profession in Travis County has three corporations, the 
medical society, a blood bank, and a medical service bureau, 
the latter of which is set up for profit and which operates 
a journal, collection agency, telephone answering service, 
and employment bureau. A single executive supervises the 
activities of all three corporations, and income from the 
third has been sufficient to make it conceivable that county 
society dues might be reduced. 

Dr. William Klingensmith, Amarillo, expressed the be- 
lief that attendance probably is boosted best by self interest 
and friction, so that programs which have definite applica- 
tion to a member or which afford an opportunity for dis- 
agreement and argument have an important function. Phy- 
sicians should take a greater lead in many community health 
problems such as care of the indigent and public health 
questions, and these projects lend themselves to interesting 
and productive discussion. Potter County Medical Society 
recently adopted measures to prohibit members who fail 
to attend at least 50 per cent of its meetings from voting 
and holding office. Results of this step cannot be evalu- 
ated yet. 

Because El Paso is somewhat isolated from the rest of 
the state, it has problems different from those elsewhere, 
Dr. Russell L. Deter, El Paso, pointed out, but the same 
thing is true to some extent everywhere: what will be effec- 
tive in one society may not be in another. El Paso has 
found it helpful to have a secretary-elect as well as a presi- 
dent-elect and to encourage delegates to the Texas Medical 
Association House of Delegates to attend meetings of the 
executive committee to keep abreast of local problems and 
opinions. The medical profession has attempted to develop 
a cooperative and friendly behavior between competitors 
and to assist young physicians in getting established. The 


The Memorial Library of Texas Medical Association 
honored those who have helped it grow to its present 
place of service. It in turn was honored by presentation 
of two rare books, one of which is shown as Mrs. Richard 
C. Bellamy of Liberty hands it to Board of Trustees 
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society has created a loan fund for medical students from 
the county by assessments on its members. 

In further discussion of attendance by the panelists and 
from the floor, it was pointed out that in some instances 
(Nueces County, for example) the inclusion of the cost of 
meals held in conjunction with meetings as a part of dues 
has encouraged regular attendance. The East Harris branch 
of Harris County Society has found its attendance and in- 
terest much improved since establishment of a separate 
unit working with but holding independent programs from 
the main society. 


As regards committee work, Dr. McCuistion reminded 
that staggered membership terms, permission of a doctor be- 
fore he is appointed to membership on a committee, proper 
channelization of matters, and advance written reports from 
committees wanting society action can increase the effective- 
ness of committee and society work. Committees that have 
proved their usefulness in unusual ways include a United 
Physicians Fund committee in Bexar County, through which 
physicians may make all of their charitable contributions 
if they choose, referring all requests for donation to this 
fund and receiving credit for a donation when the com- 
mittee allocates some of its money to a project. In El Paso 
a disaster committee has worked closely with other com- 
munity agencies to develop an over-all plan for use in emer- 
gencies, each physician being assigned to a specific responsi- 
bility where he can serve best. In Travis County, the hus- 
band of the woman’s auxiliary president has been named 
chairman of the medical society’s committee for liaison with 
the auxiliary, a procedure which seemingly is working 
satisfactorily. 

Legislative efforts, the group suggested, will be more 
effective if individual physicians make their views known 
to their legislative representatives, not confining their com- 
munications to medical subjects, and encourage laymen to 
help fight medicine’s battles. Although some legislators 
indicate that they are not impressed by mass communica- 
tions relative to a single measure, their voting undoubtedly 
is affected by knowledge of what their constituents want. 
Cameron-Willacy Counties Medical Society has found it ef- 


chairman Dr. R. W. Kimbro of Cleburne (left) and by a 
gift of $50,000 from the late Dr. Sam E. Thompson of 


Kerrville, presented by Mrs. Thompson to Dr. Kimbro 
(right). 
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fective to have five contact persons in different towns who 
can be alerted when important legislation is under consid- 
eration, each of these in turn having five persons, and 
finally each of these having five more to call. 

Dr. Mendenhall summed up by stating that doctors should 
remember to be all-round citizens and that the initiative of 
officers often can put to effective use the abilities and ener- 
gies of members. 


MEMORIAL LIBRARY CEREMONY 


Volumes number 25,000 and 25,001 were presented to 
the Memorial Library in a special ceremony presided over 
by Dr. Milford O. Rouse, Dallas, President of the Associa- 
tion. The acquisition of these two volumes marks the classi- 
fication of the Library as a large such medical facility. Pre- 
sented to Dr. R. W. Kimbro, Cleburne, chairman of the 
Board of Trustees, by Mrs. Richard C. Bellamy, Liberty, 
President of the Woman’s Auxiliary to the Association, were 
“De Re Medicus” of Cornelius Celsus, dated 1528-1529, in 
memory of the late Dr. Sam E. Thompson of Kerrville, and 
a first edition of William Beaumont’s “Experiments and 
Observations on the Gastric Juice, and the Physiology of 
Digestion,” dated 1833, in memory of Dr. Sam N. Key, Sr., 
of Austin. 

Mrs. Thompson presented a deposit for $50,000 to Dr. 
Kimbro, which was a bequest from her late husband for 
Library accessions. Dr. Kimbro recognized the contributors 
of large gifts to the Library and related a brief history of 
the Library and its growth (see January Journal, page 54). 


EXECUTIVE COUNCIL HEARS 


PROGRESS REPORTS 


A series of reports calling attention to activities of the 
Texas Medical Association’s committees was heard by the 
Executive Council in session January 27 in Austin. Ap- 
proval was given to most of the reports, although in some 
instances toward the end of the meeting the reports were 
merely received because dwindling attendance of voting 
members made it undesirable, as some of those present 
pointed out, to take action on important problems. 

Items called to the attention of the Council include the 
following: 

Councilors —The Councilors anticipate proposing changes 
in the Association By-Laws (1) to permit formation of 
branch medical societies in congested counties, (2) to give 
a member the choice of being tried by the executive board 
of larger county medical societies or by the entire society, 
and (3) to limit a physician to joining only an adjacent 
county medical society when the society having jurisdiction 
has refused membership. The Councilors also expressed con- 
cern that important business is handled by a small minority 
of the Executive Council toward the end of meetings. 

Trustees.—As directed by the House of Delegates, the 
Board of Trustees negotiated an agreement with the Depart- 
ment of Defense for participation in the medicare program 
for dependents of military personnel. The agreement will 
expire June 30, and a full report will be given to the House 
of Delegates in April so that a decision can be made as to 
whether or not the contract should be extended and what 
if any changes should be made. The financial position of 
the Association remains good, with a modest excess of 
revenue over expenditures. An allocation for direct expenses 
of the President has been provided, as requested by the 
House; approximately $1,700 has been granted for use by 
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the Committee on National Emergency Medical Service for 
use in a civil defense field trial; $6,000 in salary increases 
to Texas Medical Association staff have been awarded; and 
funds for publication of the booklet “Facts to Protect You 


- and Your Patient” have been appropriated. The mortgage 


on the headquarters building has been reduced to $150,000 
from the original $415,000; $26,000 of the $61,000 bor- 
rowed from the Association’s Medical Defense Fund has 
been paid back; and $130,000 from the $180,000 borrowed 
from the General Operating Fund has been paid back. Al- 
though subscription rates for the Journal have been in- 
creased for nonmembers, rates for members will remain at 
$3, the same amount charged since 1927. 

Medical Defense —Results of a recent malpractice survey 
will be available by the time of the annual session, and 
copies of a revised edition of “Facts to Protect You and 
Your Patient” will be furnished members of the Association 
as soon as they are available. The refresher course on mal- 
practice to be held during the annual session should be of 
interest to members. 


Medical Jurisprudence.—Pending legislation considered 
by the Council on Medical Jurisprudence and acted on by 
the Executive Council is reported in the news section of 
this Journal. 

Scientific Work.—Plans for the session in Dallas, April 
27-May 1, are nearing completion. Approximately 30 pro- 
grams to be presented by scientific sections and specialty 
societies will include subjects of interest to almost any 
physician. These programs, general meetings, and refresher 
courses will make use of 24 guest speakers. Motion pic- 
tures, exhibits, and entertainment will help round out the 
program. Preregistration by mail will simplify registration 
for the annual session. There will not be mail registration 
for refresher courses, but tickets should be obtained upon 
arrival in Dallas. Hotel rooms may be reserved through the 
Committee on Hotels, Dallas County Medical Society, 433 
Medical Arts Building, Dallas. 


Mental Health—The Texas Academy of General Practice 
has appointed a liaison committee to work with the Texas 
Medical Association’s Committee on Mental Health. A pro- 
posed bill to certify psychologists will be considered in co- 
operation with the Texas Neuropsychiatric Association. Dr. 
Francis J. Gerty, chairman of the Department of Psychiatry 
at the University of Illinois School of Medicine, had given 
a preliminary report on his consultation relative to- the 
mental health facilities and needs of Texas before the com- 
mittee and also spoke to the Executive Council. 


Medical Economics.—The Physicians Placement Service 
operated through the headquarters office under supervision 
of the Council on Medical Economics served 308 physicians 
and 115 communities during 1956; 77 of the doctors located 
in Texas, and 28 towns were found doctors. It was recom- 
mended that county medical societies affected by govern- 
mental or other inroads into private practice appoint com- 
mittees to investigate such inroads and work closely with 
the Subcommittee of the Council on Medical Economics to 
Study Contract Medicine. Efforts also should be directed 
toward determining the extent to which federal agencies are 
rendering medical service to civilian personnel at taxpayers’ 
expense, reporting results to the Council on Medical Service 
of the American Medical Association and encouraging re- 
peal of national laws which permit such encroachment. 

Medical Education and Hospitals—The Council on Med- 
ical Education and Hospitals recommended supporting the 
University of Texas Postgraduate School of Medicine and 
the Texas State Board for Hospitals and Special Schools in 
their requests for financial aid from the Legislature. It was 
suggested that the Joint Board for Accreditation of Hos- 
pitals work closely with the Private Clinics and Hospitals 
Association of Texas in drawing up standards for meeting 
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the problems of small clinics and hospitals. A subcommittee 
of the council had reported the importance of studying the 
need for additional medical educational facilities in the state. 
Upon recommendation through a minority report from the 
council amended from the floor, the Executive Council 
urged the Legislature to move toward the establishment of 
additional medical ‘educational facilities in the form of a 
third medical branch of the University of Texas to be lo- 
cated in Bexar County. 


Public Relations —The excellence and volume of entries 
in the Anson Jones Award competition were called to the 
attention of the Executive Council. It was recommended 
that the Woman’s Auxiliary be given display space at the 
annual session to present its activities, especially its Christ- 
mas card for 1957, orders for which will be taken at that 
time. It was suggested that misleading advertising on tele- 
vision and in newspapers be handled on a local level. 


Physicians and their wives take time off from the 
busy program to visit over coffee and cookies served by 
members of the Woman’‘s Auxiliary. 


Tuberculosis —State subsidy to tax supported hospitals 
other than state hospitals for treatment of tuberculosis was 
endorsed again. Doctors were urged to report every case 
of tuberculosis to the State Department of Health and to 
notify local health departments of tuberculous persons who 
are a health menace and refuse proper treatment. The com- 
mittee on Tuberculosis favored continuation of the state 
cigarette tax with the funds now allocated to state hospitals 
being kept for that purpose until the state hospital system 
is completely rehabilitated. The committee expressed alarm 
at the use by some doctors of unorthodox and unrecognized 
regimens of drug treatment for tuberculosis. 


Public Health—Proposed legislation in the public health 
field was approved in principle by the Committee on Public 
Health and referred to the Council on Medical Jurispru- 
dence for consideration. 


Blood Banks—A comprehensive review of blood bank- 
ing problems and progress on the national and regional 
level was given. Attention was called to the need for 
maintaining the efficiency of technologists in the field, a 
program for this purpose being adopted by the American 
Association of Blood Banks; a national clearinghouse pro- 
gram for exchange of blood and blood credits now in op- 
eration; the Joint Blood Council, a policy-deliberating body 
with representatives from five organizations including the 
American Medical Association; and expansion of the Texas 
Association of Blood Banks to the South Central Association 
of Blood Banks. 
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Patient Care—The Texas Commission on Patient Care 
is being asked to study the need for medical secretaries, to 
consider the desirability of a two year course for them in 
junior colleges, and to meet with the various groups con- 
cerned in efforts to solve this personnel shortage. It was 
reported that representatives from the Woman’s Auxiliary 
to the Texas Medical Association and the Private Clinics 
and Hospitals Association of Texas have accepted ex officio 
membership on the Texas Commission on Patient Care. 


National Emergency Medical Service. — Announcement 
was made of “Operation Rebound,” a maneuver planned 
for March and simulating a bomb disaster in Houston with 
surrounding counties to receive disaster victims, for which 
the Board of Trustees has allocated approximately $1,700 
to help defray expenses of two 200-bed hospital trailers. 
This equipment will be available later for use by other 
county medical societies. The possibility of a condensed 
course in the management of mass casualties presented by 
the Army Medical Service School, Fort Sam Houston, on a 
closed television circuit for a nationwide medical and para- 
medical audience was referred to the Council on Scientific 
Work. 

Cardiovascular Diseases—A speakers bureau for cardio- 
vascular subjects has been set up; further information will 
be distributed soon to county medical societies. Plans for 


publication of information in this field in the Journal have 
been formulated. 


Health Costs—Although action on its recommendations 
was delayed for study and consideration by the House of 
Delegates, the Committee for Study of Health Costs sug- 
gested that a fee schedule using the unit system be prepared 
by the appropriate committee of the Texas Medical Asso- 
ciation and be distributed to each member; that a grievance 
committee on the state level be established to receive com- 
plaints of insurance companies which believe an overcharge 
is being made; and that an insurance education program be 
carried to the medical profession through every. possible 
means so as to encourage the success of all types of health 
insurance, especially catastrophic coverage. 


Liaison with State Bar of Texas—Recommendations to 
be presented for action by the House of Delegates include 
encouragement of efforts to let young doctors know they 
are necessary to the litigation process and to prepare them 
for testifying; providing for disciplining by his own pro- 
fession of a doctor who is a party to gross irregularity; 
joint meetings between doctors and lawyers on the city or 
county level; and preparation of a code jointly by the Texas 
Medical Association and the State Bar of Texas setting forth 
principles applying to interprofessional conduct and _ prac- 
tice. The motion picture “The Medical Witness” scheduled 
for showing at the annual session was commended. 


Problems of Aging.—The state Committee on Problems of 
Aging expects to cooperate with the American Medical Asso- 
ciation’s Committee on Aging in a regional conference to 
be held at the time of the annual session in Dallas. 

Rural Health and Doctor Distribution —Plans to stimu- 
late interest in rural health problems were reported. 


School-Physician Relationships——Approval was given to 
a bulletin entitled “Planning and Operating a Program for 
the Detection and Correction of Eye Defects Among School 
Children of Texas,” submitted by the Texas Ophthalmo- 
logical Association. It was agreed that the policy adopted 
by the House of Delegates on school child immunization 
should apply to the administration of Salk vaccine although 
each county medical society should make final decisions 
relating to its individual situation. 


Scientific Exhibits —Total scientific exhibits now in pros- 
pect for the 1957 annual session number 47 in comparison 
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with 38 at the 1956 session. There still are not satisfactory 
representations in pediatrics, dermatology, obstetrics, oto- 
laryngology, and neuropsychiatry, and exhibits in those fields 
are solicited. Efforts are being made to encourage prepara- 
tion of exhibits of greatest education value by indicating to 
prospective exhibitors the weighting of points on which 
awards for excellence will be made. Efforts to increase 
attendance at the exhibits also are being made. An amend- 
ment to establish the Committee on Scientific Exhibits as a 
standing committee will be submitted to the House of 
Delegates. 


American Medical Education Foundation—tThere is a 
lack of knowledge of the purposes of the American Medical 
Education Foundation among doctors of Texas, the Com- 
mittee for American Medical Education Foundation be- 
lieves, although response to appeals for funds after adequate 
explanation has been good. Methods of disseminating in- 
formation should be improved and a long term committee 
’ considered. 


Bracero Insurance and Medical Care—Problems raised 
by the large number of braceros admitted annually to this 
country, a high rate of contagious diseases among them, 
and their treatment and insurance were reported. The Com- 
mittee on Bracero Insurance and Medical Care recommended 
that the appropriate federal and state agencies be notified 
of the inadequacy of health examinations conducted at ports 
of entry, that information on the large amount of preexist- 
ing disease be made available to these agencies, that no 
bracero be admitted to this country until he has been 
screened for disease conditions, and that physicians in Texas 
who work with insurance companies insuring braceros hold 
to the principles of free enterprise. 


Executive Secretary.—Earlier in the meeting the Executive 
Secretary mentioned briefly some of the activities carried on 
in the central office. Points he mentioned include the fol- 
lowing: The Texas State Journal of Medicine has incor- 
porated 20 major changes in typography, format, and sub- 
ject matter during the past year as a result of opinions 
expressed by doctors in a state wide survey; 336 additional 
pages of editorial material were published in 1956, an 
increase of 39 per cent over the preceding year; net adver- 
tising revenue of $65,000 for 1956, an increase of 51 per 
cent since 1954, has been attained. The Memorial Library 
booked 899 motion picture showings in 1956, an increase 
of 31 per cent over the year before, and processed an aver- 
age of more than 200 reference requests per month. The 
Physicians Placement Service has been reorganized and a 
larger percentage of doctors listed with the service are being 
placed and a larger percentage of community vacancies are 
being filled than before. The Texas Medical Association 
ended the year 1956 with a membership of 7,569, an in- 
crease of 3.5 per cent over the preceding year, which is 
less than the average annual increase during the past 15 
years. Membership of Texas doctors in the American Med- 
ical Association for 1956 was 7,009, but of these 478 are 
associate members and not counted in the allocation of 
delegates. Approximately 2,500 completed personnel data 
forms have been received in a project to compile up-to-date 
biographical information on each member. The printing 
department printed more than a million and a half pieces 
of literature in 1956, an increase of 47 per cent over 1955. 
All technical exhibit booths for the 1957 annual session 
have been sold; these 100 booths will net the Association 
more than $12,000. 


Woman’s Auxiliary—Mrs. Richard C. Bellamy, Liberty, 
President of the Woman’s Auxiliary to the Texas Medical 
Association, spoke briefly. She reported that the Auxiliary 
netted approximately $1,700 from its sale of Christmas cards 
to benefit the American Medical Education Foundation. 
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Officers and Committee Changes 


Several changes have taken place in Texas Medical Asso- 
ciation official positions. 

Dr. Lynn Hilbun, Henderson, resigned January 26 as 
Vice-Councilor of the Eleventh District. Dr. W. P. Higgins, 
Jr., Fort Worth, was appointed Vice-Councilor of the Thir- 
teenth District January 26. 

Dr. Delphin von Briesen, El Paso, resigned from the 
Council on Medical Education and Hospitals February 2. 

Dr. Joe R. Donaldson, Pampa, was appointed chairman 
of the Committee on Public Relations January 26 to fill 
the vacancy created by the resignation of Dr. William M. 
Crawford, Fort Worth, November 12, 1956. Terms of of- 
fice were designated January 26 for the Committee on 
Public Relations, and they are as follows: Dr. Donaldson, 
1961; Dr. A. F. Clark, Jr., San Antonio, 1957; Dr. Glenn 
D. Carlson, Dallas, 1958; Dr. Raleigh R. Curtis, Temple, 
1958; Dr. Van D. Goodall, Clifton, 1959; Vacancy, 1959; 
and Dr. Thomas Royce, Houston, 1960. 

Dr. K. P. Wittstruck, Waco, was appointed a member of 
the Committee on Blood Banks January 14. He succeeds 
Dr. Tom M. Oliver, Waco, who resigned January 10. 

Dr. Luke W. Able, Houston, was appointed to the State 
Committee for American Medical Education Foundation Oc- 
tober 31, 1956. Dr. Elliott Mendenhall, Dallas, was named 
an Appointee to Advisory Committee to Texas State Hos- 
pitals and Special Schools November 30, 1956. 

Members of the newly appointed Committee on Bracero 
Insurance and Medical Care include Dr. C. E. Oswalt, Fort 
Stockton, chairman; Dr. S. W. Bohmfalk, Weslaco; Dr. J. G. 
Rodarte, Temple; Dr. J. W. Matthews, Edinburg; Dr. George 
A. Hoffman, Fort Stockton; and Dr. J. L. Moet, LaFeria. 


Local Committees 


Dr. Ridings E. Lee, Dallas, chairman of the Committee 
on General Arrangements for the Texas Medical Associa- 
tion’s forthcoming annual session, has appointed the fol- 
lowing local committees: 


Committee on General Arrangements.—Dr. Lee, chair- 
man; Dr. George M. Jones, Dr. Dale J. Austin, Dr. Robert 
J. Rowe, and Dr. Taylor T. Pickett. 


Committee on Memorial Services.—Dr. Taylor T. Pickett, 
chairman; Mrs. Oscar M. Marchman, Jr., and Mrs. S. F. 
Harrington. 


Committee on Alumni Banquets—Dr. George M. Jones, 
chairman; Dr. Howard K. Crutcher, Baylor; Dr. George V. 
Launey, Tulane; Dr. L. F. Ritchey, Arkansas; Dr. Don G. 
Harrell, Oklahoma; Dr. John S. Chapman, Texas; and Dr. 
Hugh D. Murray, Tennessee. 


Committee on Recreation.—Dr. Robert J. Rowe, chair- 
man; Dr. O. F. (Mike) Bush, Dr. Arthur G. Schoch, and 
Dr. Tom M. Nash, skeet shooting; Dr. R. L. Noonan (Grand 
Prairie), Dr. B. C. Halley, and Dr. A. O. Loiselle, golf. 

Committee on Women Physicians’ Activities. —Dr. M. 
Ruth Jackson, chairman; Dr. Ruby K. Daniel, and Dr. 
Lois W. Smith. 

Committee on Fraternity Activities—Dr. Dale J. Austin, 
chairman; Dr. J. Gilmore Brau, and Dr. Floyd S. Franklin. 


Unless otherwise indicated, all the committee members 
are from Dallas. 
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PERSONALITIES 


They Keep Going 
At 90-Plus 


In this era of emphasis on leisure time and early retire- 
ment, it is becoming increasingly rare to find men actively 
engaged in work after the age of 65 or 70. The medical 
profession is a notable exception; even so, most men, what- 
ever their occupation, retire long before reaching 90. There 
are, however, three members of the Texas Medical Associa- 
tion who have brushed the dust from their ninth decade 
and vigorously plunged into their tenth with not a thought 
of retirement. It is to these three men, Dr. J. B. Cummins, 
Dr. W. M. Campbell, and Dr. C. M. Cash, that this article 
pays tribute. 


Dr. J. B. Cummins 


“Go if you feel like it; go if you don’t feel like it; but 
keep going.” That is the motto of Texas’ oldest practicing 
physician, Dr. John Bigelow Cummins, who at the age of 
98 maintains an active practice in Fort Worth, and who, in 
. his own words, needs “no wig, no eye 
glasses, no hearing aid, no walking 
cane, and no artificial teeth.” 

He regularly attends meetings of 

the various medical organizations of 
which he is a member, and has sup- 
plemented his 1897 medical education 
(he was graduated from the Univer- 
sity of Nashville School of Medicine) 
by attending numerous postgraduate 
courses. He once was a lecturer in 
obstetrics at the Fort Worth School 
of Medicine. 
He was chosen General Practitioner of the Year of Tarrant 
County in 1950, and in November, 1956, he was conferred 
honorary membership in both the Methodist Association 
and Harris Hospital. He has been a member of the Texas 
Medical Association since 1909, and was elected to honor- 
ary membership in 1953. 


Dr. Cummins 


Dr. W. M. Campbell 


“The best doctors I know are sensible diet, quiet, and 
peace of mind,” says Dr. William Murphy Campbell, Weath- 
erford. Although this 97 year old physician firmly believes 
that a lot of medicine for minor ills is unnecessary; he is 
an avid reader of medical journals and keeps himself in- 

' formed about the latest medical ad- 
vances and new drugs by reading and 
attending postgraduate courses. 

When he was a young man, he pur- 
chased a copy of “Gray’s Anatomy” 
and memorized it before entering Van- 
derbilt School of Medicine, from which 
he was graduated in 1890. “Medicine 
has come a long and wonderful way 
since then,” he takes pride in telling 
his friends. 

Dr. Campbell has been a member 
of the Texas Medical Association at 
various times since 1904 through the Parker County Medi- 
cal Society, and was elected to honorary membership in 
the state Association in 1950. He also is active in the Texas 
Academy of General Practice. 


Dr. Campbell 
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He is a lay speaker in his church; and has taught the 
Campbell Bible class for more than 35 years. 

About three years ago, the board of trustees of the 
Parker County Hospital honored Dr. Campbell by renam- 
ing the hospital “Campbell Memorial Hospital.” 


Dr. C. M. Cash 


Dr. Clarence McClellan Cash, who will be 93 April 19, 
is a native of White County, Tenn., and taught school sev- 
eral years before studying medicine. After serving three 
years of preceptorship with Dr. Boyd Cornick, Knicker- 

bocker, he attended the Fort Worth 

School of Medicine in 1897 and 1898, 

and was licensed to practice medicine 

in 1897. His first location was at 

Guion, but after about a year he 

founded the city of Tuscola in Taylor 

County, where he practiced seven 

years. In 1906, he formed a partner- 

ship with Dr. L. W. Hollis, Abilene, 

and bought a half interest in the Hol- 

= 4 lis Sanitarium. After this partnership 

Dr. Cash was dissolved three years later, Dr. 

Cash remained in Abilene until 1913, 

when he moved to San Benito where he has been in active 
practice since. 


He is a general practitioner and does everything from 
minor surgery to delivering babies, of which his record 
shows more than 5,000. He is city health officer and assist- 
ant county health officer. 


Dr. Cash has continued to study and keep up with the 
progress in medicine and research by attending postgraduate 
courses at regular intervals; he seldom misses an annual ses- 
sion of the Texas Medical Association. In 1953, his col- 
leagues honored him by naming him Texas’ General Prac- 
titioner of the Year, and in 1954 conferred upon him hon- 
orary membership in the Association. Aside from his med- 
ical honors, Dr. Cash has served as mayor and city com- 
missioner of San Benito and is a thirty-third degree Mason. 

One of the special delights of his practice has been his 
work as medical adviser to the San Benito Greyhound foot- 


ball team for 30 years. He resigned this position three 
years ago. 


ee American 
Medical Association 
OE SL 


AMA Plans Nomenclature Institutes 


The American Medical Association will conduct two, and 
possibly three, short courses on the use of the “Standard 
Nomenclature of Diseases and Operations” during 1957. 
The first will be March 11-13 in Roanoke, and the second 
August 5-7 in San Francisco. A third session probably will 
be scheduled for the fall. Registration will be limited to 
the first 100 applicants, and tuition will be free. 


Medicolegal Symposiums Announced 


Trauma and disease, medical expert testimony, the med- 
ical witness, and a mock trial demonstration concerning the 
introduction in court of the results of chemical tests for 
intoxication are some of the topics that will be included 
in the American Medical Association’s second series of 
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medicolegal symposiums. They will be held March 15-16 
in Atlanta, March 22-23 in Denver, and March 29-30 in 
Philadelphia. 

In each city plans are being made for audiences of be- 
tween 300 and 350, divided as evenly as possible between 
doctors and lawyers. The registration fee will be $5, and 
will include the cost of a luncheon. 

Since registration will be limited, those interested should 
register in advance with the AMA Law Department, 535 
North Dearborn, Chicago 10. 


Rural Health Conference 


Several important discussions relating to rural health will 
take place during the American Medical Association’s twelfth 
annual conference on rural health in Louisville, Ky., March 
7-9. Among the presentations will be the need for frequent 
and thorough physical examinations; the impact of modern 
living; rural economics in relation to health; and the mi- 
grant labor problem. The entire group will be given an 
Opportunity to participate in discussions. 


Council on Drugs Is New Name 


The name of the Council on Pharmacy and Chemistry of 
the American Medical Association has been changed to the 
Council on Drugs. 


* District Societies 


Thirteenth District Society 


The Thirteenth District Medical Society will meet March 
13 in Fort Worth. This meeting will be in conjunction 
with the spring postgraduate courses of the Fort Worth 
Academy of General Practice, and full credit will be given 
to general practitioners who attend the meetings. 


* County Societies 


PET COL TO! 
County Societies Elect 


Election time has come once again, and the following 
county societies have reported their new officers to the 
Texas Medical Association: 

Andrews-Ector-Midland—President, Dr. J. H. Barganier, 
Odessa; president-elect, Dr. Z. W. Hutcheson, Jr., Andrews; 
secretary-treasurer, Dr. Joseph H. McAlister, Odessa; dele- 
gate, Dr. E. T. Driscoll, Midland. 

Bosque—President, Dr. W. T. Holder, Clifton; president- 
elect, Dr. J. T. Archer, Meridian; vice-president, Dr. A. M. 
Long, Valley Mills; secretary-treasurer and delegate, Dr. Van 
D. Goodall, Clifton. 

Brazoria—President and delegate, Dr. Ralph E. Gray, 
Velasco; vice-president, Dr. James A. Stewart, Freeport; 
secretary, Dr. George M. Stevens, Lake Jackson; treasurer, 
Dr. Oscar L. Johnson, Jr., Lake Jackson. 

Brown-Comanche-Mills-San Saba—President, Dr. W. F. 
Benson, Brownwood; vice-president, Dr. Marvin A. Chil- 
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dress, Goldthwaite; secretary-treasurer, Dr. Philip S. Gold, 

Brownwood; delegate, Dr. Fielding M. Pope, Brownwood. 
Caldwell—President, Dr. Francis C. Luckett, Fentress; 

secretary-treasurer, Dr. P. A. Wales, Lockhart. 


Cameron-W illacy—President, Dr. Willis H. Jondahl, Har- 
lingen; vice-president, Dr. John F. Brown, Jr., San Benito; 
secretary-treasurer, Dr. John C. Kuppinger, Harlingen; dele- 
gates, Dr. David D. Lancaster, Harlingen, and Dr. W. W. 
Hawkins, Brownsville. 


Colorado-Fayette—President, Dr. Leland F. Zatopek, La 
Grange; vice-president, Dr. James E. Cummins, Weimar; 
secretary-treasurer, Dr. Raymond R. Thomas, Eagle Lake; 
delegate, Dr. W. G. Youens, Jr., Weimar. 

Dallam-Hartley-Sherman-Moore—President, Dr. John H. 
Cunningham, Dalhart; vice-president, Dr. Emil P. Reed, 
Dumas; secretary-treasurer, Dr. John R. Purgason, Dumas; 
delegate, Dr. J. Robert Askins, Jr., Dumas. 

Dallas—President, Dr. Glenn D. Carlson; president-elect, 
Dr. Andrew B. Small; vice-president, Dr. J. O. S. Holt, Jr.; 
secretary, Dr. Charles Max Cole; treasurer, Dr. Porter K. 
Mason; delegates, Dr. Barton E. Park, Dr. Fred W. Horn, 
Dr. Murphy Bounds, Dr. Arnott DeLange, Dr. Glenn D. 
Carlson, Dr. Guy T. Denton, Jr., Dr. Ridings E. Lee, Dr. 
D. W. Carter, Jr., Dr. Frank H. Kidd, Jr., Dr. George M. 
Jones, and Dr. Oscar M. Marchman, Jr., all of Dallas. 

Dawson -Lynn-Terry-Gaines-Y oakum — President, Dr. 
Wayne C. Hill, Brownfield; president-elect and delegate, 
Dr. Noble L. Rumbo, O’Donnell; vice-president, Dr. John 
P. Puckett, Lamesa; secretary, Dr. N. W. Staker, Lamesa. 


Denton—President, Dr. Albert E. Wyss; president-elect, 
Dr. Dickson K. Boyd; secretary-treasurer, Dr. Scott Hag- 
gard; delegate, Dr. James H. Jones, all of Denton. 


DeWitt—President, Dr. John H. Barth, Yorktown; vice- 
president, Dr. Harold R. High, Cuero; secretary-treasurer, 
Dr. Oscar E. Hall, Jr., Cuero; delegate, Dr. Frank Ault 
Prather, Cuero. 

Eastland - Callahan - Stephens - Shackelford-T hrockmorton— 
President, Dr. H. H. Cartwright, Breckenridge; vice-presi- 
dent, Dr. W. M. Brogdon, Gorman; secretary, Dr. T. C. 
Ford, Breckenridge; delegate, Dr. P. M. Kuykendall, Ranger. 

Erath-Hood-Somervell—President, Dr. Bruce S. Terrill; 
vice-president and delegate, Dr. Vance Terrell; secretary- 
treasurer, Dr. Nathan Cedars, all of Stephenville. 

Falls—President, Dr. Walter L. Reese; vice-president, Dr. 
Milton A. Davison; secretary-treasurer, Dr. Thomas A. Mc- 
Dowell; delegate, Dr. A. C. Bennett, all of Marlin. 

Galveston—President, Dr. Edgar F. Jones, Galveston; 
president-elect, Dr. George W. Beeler, Texas City; vice- 
president, Dr. Stephen R. Lewis, Galveston; secretary-treas- 
urer, Dr. Carroll T. Adriance, Galveston; delegates, Dr. W. 
T. Anderson, La Marque; Dr. Edward J. Lefeber, Galveston, 
and Dr. Joseph C. Magliolo, Dickinson. 

Gregg—President, Dr. Morris Velinsky, Kilgore; vice- 
president, Dr. Seth R. Downs, Kilgore; secretary-treasurer, 
Dr. Herbert M. Hinckley, Kilgore; delegate, Dr. George 
W. Tate, Longview. 

Guadalupe—President, Dr. Joseph T. Goetz; vice-presi- 
dent, Dr. Raymond T. Moore; secretary-treasurer, Dr. John 
A. Mueller, all of Seguin. 

Harris—President, Dr. M. D. Levy; president-elect, Dr. 
J. G. Heard; vice-president, Dr. Donald M. Gready; secre- 
tary, Dr. John R. Kelsey, Jr.; treasurer, Dr. John D. Jera- 
beck; delegates, Dr. T. J. Vanzant, Dr. Charles D. Reece, 
Dr. T. P. Kennerly, Dr. Howard T. Barkley, Dr. Homer E. 
Prince, Dr. John H. Wootters, and Dr. Thomas L. Royce, 
all of Houston. 

Hill—President, Dr. Hendley A. McDonald; vice-presi- 
dent, Dr. Richard N. Beskow; secretary-treasurer, Dr. Charles 
A. Garrett; delegate, Dr. Dick Cason, all of Hillsboro. 
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Hunt—President, Dr. Bernard E. McConnell, Greenville; 
vice-president, Dr. Fred M. Turbeville, Greenville; secre- 
tary-treasurer, Dr. F. S. Carruthers, Greenville; delegates, 
Dr. E. T. Crim, Greenville, and Dr. Lowell H. Leberman, 
Commerce. 

Jasper-Newton—President, Dr. J. J. McGrath, Jasper; 
vice-president and delegate, Dr. Joe W. Dickerson, Jasper; 
secretary-treasurer, Dr. Oscar T. Harris, Jr., Pineland. 

Jefferson—President, Dr. Bedford F. Pace, Beaumont; 
president-elect, Dr. Walter E. McRee, Jr., Port Arthur; 
vice-president, Dr. David W. Quick, Jr., Beaumont; secre- 
tary-treasurer, Dr. Charles F. Adkins, Beaumont; delegates, 
Dr. Louian C. Carter, Port Arthur; Dr. W. Pierre Robert, 
Beaumont; and Dr. Edmund D. Jones, Beaumont. 

LaSalle - Frio - Dimmit—President, Dr. John S. Primono, 
Dilley; vice-president, Dr. Timothy D. O’Connor, Pearsall; 
secretary-treasurer, Dr. Marion P. Primono, Dilley; delegate, 
Dr. B. E. Pickett, Sr., Carrizo Springs. 












Future Nurse Clubs 


Approximately 1,000 high school girls and their sponsors 
are expected for the third annual meeting of the Texas 
Association of Future Nurses on March 30 at the Hilton 
Hotel in San Antonio. The association is under the spon- 
sorship of the Woman’s Auxiliary to the Texas Medical 
Association, the Texas Graduate Nurses’ Association, and 
the Texas League for Nursing. The two nursing groups are 
represented by the Texas Committee on Careers in Nursing. 


Future Nurse Clubs have been organized in approximate- 
ly 150 high schools in Texas. Composed of high school 
girls and boys who have indicated an interest in the nursing 
profession, the activities of the clubs are many. However, 
the clubs are alike in one essential way — their purpose. 
“They provide a setting in which young people who are 
interested in nursing as a career can meet together to share 
that interest, to explore the opportunities and requirements 
in the field, to grow as individuals by working together and 
to learn about the community life in which they soon will 
participate as informed citizens and possibly as nurses.” 


A program consisting of a style show, a walk along the 
San Antonio River, and a visit to La Villita is planned for 
the March get together along with the business session. The 
high light of the meeting will be the election and installa- 
tion of officers for the coming year. 


Officers of the Woman’s Auxiliary to the Texas Medical 
Association for 1956-1957: President, Mrs. Richard C. Bel- 
lamy, Liberty; President-Elect, Mrs. H. S. Renshaw, Fort 
Worth; First Vice-President, Mrs. Harold Lindley, Pecos; 
Second Vice-President, Mrs. Ramsay H. Moore, Dallas; 
Third Vice-President, Mrs. William D. Nicholson, Freeport; 
Fourth Vice-President, Mrs. Lynn Hilbun, Henderson; Fifth 
Vice-President, Mrs. R. B. G. Cowper, Big Spring; Treasurer, 
Mrs. William C. Barksdale, Borger; Recording Secretary, 
Mrs. J. L. Jinkins, Galveston; Corresponding Secretary, Mrs. 
E. R. Richter, Dayton; Publicity Secretary, Mrs. Joe Thorne 
Gilbert, Austin; Parliamentarian, Mrs. John C. Parsons, San 
Antonio; Executive Secretary, Miss Hazel Casler, Austin. 
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Everyone who uses nursing service, whether directly or 
indirectly, has a stake in helping to assure more and better 
nursing care in our hospitals and health agencies. Their 
sponsors believe no better way could be found to assist high 
school girls and boys to understand the profession of nursing 
than through Future Nurse Clubs.—Mrs. Edward P. Waller, 
San Antonio, Chairman, Nurse Recruitment, Woman’s Aux- 
iliary to Texas Medical Association. 






RECENT 
PDEATHS 


DR. BAILEY R. COLLINS 


Dr. Bailey Reeves Collins, director of the Wichita County 
Medical Society Tumor Clinic and a leader in cancer re- 
search, died instantly of a heart attack at the wheel of his 
automobile in Wichita Falls, Texas, November 5, 1956. 

The son of Mr. and Mrs. J. W. Collins, Dr. Collins was 
born July 18, 1898, in Haskell. He was graduated from 
Haskell High School, the University of Texas at Austin, 
and with honors from the University of Texas Medical 





DR. BAILEY R. COLLINS 


Branch at Galveston in 1923. After interning at St. Mary’s 
Hospital, Galveston, and Johns Hopkins Hospital, Balti- 
more, he did postgraduate work at Harvard Medical School, 
Boston; University of Michigan Medical School, Ann Arbor; 
University of Chicago School of Medicine and Cook County 
Hospital, Chicago; Mayo Clinic, Rochester, Minn.; and New 
York Medical Center, Mount Sinai Hospital, and New York 
Post Graduate Medical School, New York. His education 
was interrupted for two years of military service as a biol- 
ogist in the Army Medical Corps at Fort Sam Houston dur- 
ing World War I. 


In 1923 Dr. Collins began practicing in Wichita Falls. 
With the late Dr. L. MacKechney and Dr. J. A. Heyman, he 
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established the Northwest Medical Clinic in Wichita Falls 
and later entered private practice in 1935. The Wichita 
County Medical Society Tumor Clinic, which has spon- 
sored annually a State Tumor Conference in Wichita Falls 
since 1952, was founded by the society under his direction 
in 1948, and he served as director until his death. He also 
was active in organizing the county unit of the American 
Cancer Society in 1950 and was medical adviser until elected 
vice-chairman of the unit the following year. He was named 
its president in June, 1956. He was on the executive com- 
mittee of the Texas Division, American Cancer Society, and 
in this capacity was service chairman for Texas. 


A member and past president of the Wichita County 
Medical Society, Dr. Collins also belonged to the Texas 
and American Medical Associations. In 1940 he was chair- 
man of the Section on Medicine and Pediatrics for the 
Texas Medical Association. The Wichita County Medical 
Society honored Dr. Collins in 1951 with a citation “in 
recognition of his efforts toward the elevation of the stand- 
ards of medical practice and the enlightenment of the laity.” 
It was the only such award given by the society. 


Dr. Collins helped to establish the Wichita Health Unit 
and was on its advisory board for many years. He was a 
member of Alpha Omega Alpha honorary medical fra- 
ternity and Alpha Mu Pi Omega medical fraternity; a 
member of the board of directors of Wichita General and 
Bethania Hospitals, being president of the latter; a director 
of the Parker State Bank, Wichita Falls; a board member 
of the Wichita Falls Symphony Association and active in 
symphony promotion; a thirty-second degree Scottish Rite 
Mason and a Shriner; and a member of the Baptist Church, 
Wichita Falls Golf and Country Club, and Wichita Falls 
Petroleum Club. 


Dr. and Mrs. Collins traveled extensively; in 1950 Dr. 
Collins attended the International Congress on the Study 
of Cancer in Paris, and that same summer he studied blood 
diseases in Vienna. In 1953, he attended the International 
Congress of Medicine in Edinburg, and went to Queen 
Elizabeth’s coronation as a correspondent for his local news- 
paper. Later, his articles were published in book form. 

Dr. Collins took a great interest in the high school Latin 
Club, and each year he showed pictures of Latin countries 
and spoke about his travels there. He was an avid pho- 
tographer and a lecturer on the Holy Land, which he and 
his wife visited. 

Nancy Jane Harlin, a native of Wichita Falls, and Dr. 
Collins were married in Glendale, Calif., in January, 1929. 
She survives, as do two sisters, Mrs. William B. Ward of 
Wichita Falls and Mrs. Larry Hibbs of Tulsa. 


A tribute was paid to Dr. Collins for his work with the 
cancer society by Walter Winchell in his broadcast on No- 
vember 18 and in his national column on November 19. 
Bethania Hospital personnel also paid tribute to Dr. Collins 
in local newspaper articles. 






DR. J. H. DORMAN 


Dr. Joseph Harold Dorman, a founder-member of the 
American Boatd of Surgery, died suddenly at his home in 
Dallas, Texas, on December 7, 1956. 

Born August 19, 1889, in Bruceville, Texas, Dr. Dorman 
attended Dallas public schools and was graduated in phar- 
macy from Baylor University in Dallas in 1910. In 1912 
he was graduated from Baylor University College of Med- 
icine in Dallas. He interned at Baptist Sanitarium (Baylor 
Hospital) in Dallas and entered private practice of medicine 
in that city in 1914. In December, 1916 he entered the 
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British Army Medical Corps and later transferred to the 
American forces when this country entered World War I. 
In 1919 Dr. Dorman did postgraduate work at the Uni- 
versity of Edinburgh, Scotland, and thereafter returned to 
Dallas to re-enter private practice. His chief interest at that 
time was bone surgery. 

For many years Dr. Dorman was a staff member of 
Baylor University College of Medicine, then in Dallas, serv- 
ing as an instructor in surgery. He was a retired clinical 
associate professor of surgery at the Southwestern Medical 
School of the University of Texas, in Dallas. Dr. Dorman 
acted as surgeon for the Cotton Belt Railroad and Proctor 
and Gamble Company in Dallas. 

Dr. Dorman had been a member of the Texas Medical 
Association through the Dallas County Medical Society con- 
tinuously since 1915 except for the time when he was in 
military service. He was a member of the American Med- 
ical Association, Southern Medical Association, American 
College of Surgeons, Dallas Southern Clinical Society and 
the Texas Traumatic Surgical Society, which he was serving 
as president at the time of his death. He was a Scottish 
Rite Mason. 





DR. J. H. DORMAN 


Miss Jessie Rodger of Scotland became Dr. Dorman’s 
wife in 1918; they were married in Norwich, England. Dr. 
Dorman is survived by his wife, a daughter, Mrs. Cecil E. 
Gaulding, Jr.; a son, Dr. George W. Dorman; his mother, 
Mrs. George I. Dorman, Sr.; two brothers, George I. Dor- 
man, Jr., and Robert H. Dorman; and five grandchildren, 
all of Dallas. 


DR. BOLIVAR C. ANDREWS 


Dr. Bolivar Cornelius Andrews, Dallas, Texas, an honor- 
ary member of the Texas Medical Association since 1949, 
died December 1, 1956, in a Dallas hospital after a long 
illness. 

Dr. Andrews was born on April 15, 1878, in Canton, 
Van Zandt County, the son of Nancy Jane and Bolivar 
Cornelius Andrews, Sr. After completing his preliminary 
education in Canton public schools, he attended Myrtle 
Springs College, Myrtle Springs, and Dallas Medical Col- 
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lege, which later was merged into Baylor University College 
of Medicine, Dallas, and was graduated in 1908 from 
Barnes Medical College, St. Louis. He practiced in Ma- 
bank, Kaufman County, until 1919 when he moved to Dal- 
las, where he practiced until his retirement in 1948. He 
lived for a time between 1951 and 1953 in Canton and 
Tyler. 


While he was in Mabank, Dr. Andrews served as presi- 
dent of the Kaufman County Medical Society. He was a 
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DR. B. C. ANDREWS 


member of the Dallas County Medical Society and the Texas 
and American Medical Associations. He also was a Mason, 
a Shriner, and a Knight Templar. He belonged to the 
Methodist Church. 

On October 1, 1902, Dr. Andrews married Miss Katie 
Mae Coleman in Mabank. She survives, as do their three 
daughters, Mrs. Frank Ayres, Mrs. B. J. Schmit, and Mrs. 
A. W. Lewis, all of Dallas; their two sons, Percy Andrews 
of Tyler and B. C. Andrews, Jr., of Pharr; a brother, M. C. 
Andrews of Athens; five grandchildren; and four great 
grandchildren. 


DR. M. LEE WOODWARD 


Dr. Mortimer Lee Woodward, San Angelo, who had 
been an honorary member of the Texas Medical Association 
for more than 20 years, died of cancer and uremic poison- 
ing December 6, 1956, in a Lampasas, Texas, hospital. 

Born on July 28, 1885, in Queen City, Cass County, the 
son of Dr. M. M. and Rosa E. (Oliver) Woodward of San 
Angelo, Dr. Woodward received his medical training at the 
University of Tennessee College of Medicine, Memphis, in 
1922, after being graduated from the Abbott, Texas, High 
School and Texas Christian University, Fort Worth. He 
was a registered druggist for about 15 years before entering 
medical school. As an intern, he was house physician and 
surgeon at the Baptist Memorial Hospital, Memphis, and 
began his private practice of medicine in Fort Worth in 
1922. 

Dr. Woodward retained his membership in the Texas 
Medical Association through the Tarrant County Medical 
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Society while he was living in Deming, N. Mex., San 
Angelo, Bandera, and Lampasas, where he developed ranches 
after ill health forced him out of active medical practice. 
He became an honorary member of the Texas Medical Asso- 
ciation and the Tarrant County Medical Society in 1934. 
He was a member of the Thirteenth District Medical So- 
ciety and the Fort Worth Academy of Medicine, Phi Chi 
medical fraternity, the Masonic Lodge, Sons of the Ameri- 
can Revolution, and Sons of the Republic of Texas. A 
Baptist, Dr. Woodward was from a family of physicians. 
His brother, the late Dr. S. A. Woodward, was the last 
dean of the old Fort Worth School of Medicine. 


Surviving Dr. Woodward are his wife, the former Miss 
Geneva Peach of Fort Worth, a registered nurse; three 
brothers, Dr. Valin R. Woodward of Austin, Dr. C. Smith 
Woodward of Arlington, and Dr. Lewis O. Woodward of 


Albuquerque; and one sister, Mrs. Robena W. Nussbaumer 
of Midland. 


DR. MALCOLM ALVAH BOONE 


Dr. Malcolm Alvah Boone, Dallas, Texas, died in a local 
hospital November 23, 1956, of a coronary occlusion. 


Dr. Boone was born June 1, 1875, in Oxford, Miss., and 
was the son of William Bascom and Betty (Patton) Boone, 
attended Toccopola College, Toccopola, from which he was 
graduated in 1892. He entered the Memphis Hospital Med- 
ical College, Memphis, Tenn., but received his doctor of 
medicine degree from the University of the South Medical 
Department, Sewanee, Tenn., in 1898. He practiced briefly 
in Thaxton, Miss., before moving to Jonesboro, Texas, for 
about 12 years; he also was located in Hamilton for about 
seven years. In 1917, Dr. Boone began his practice in 
Dallas, where he remained until the time of his death. He 
took postgraduate work in New York in 1918. 





DR. MALCOLM A. BOONE 


He was a member of the Dallas County Medical Society, 
Texas Medical Association, American Medical Association, 
and Grace Methodist Church, of which he was a steward for 
38 years. In 1949, he received a certificate of merit from 
the University of Tennessee for 50 years of service as a 
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physician, and he also was a charter member of the Fifty 
Year Club in Texas. 

The former Miss Mary Baker and Dr. Boone were mar- 
ried in Hamilton in 1903. She survives, as do two sons, 
M. B. Boone, Irving, and W. B. Boone, Dallas; four daugh- 
ters, Mrs. Emily Henson and Mrs. Margaret Ackerman, Dal- 
las; Mrs. Mildred Haden, Lake Village, Ark.; and Mrs. 
Sybil Crews, Lafayette, La.; seven grandchildren; and two 
great-grandchildren. 


BR. GEORGE H. PASCHAL 


Dr. George Hugh Paschal, San Antonio, Texas, died at 
his home December 17, 1956, of a myocardial infarction. 

He was born March 4, 1894, in San Antonio, and was 
the son of one of the most farsighted and influential early 
presidents of the Texas Medical Association, the late Dr. 
Frank Paschal, and Ladie (Napier) Paschal. Both were 
pioneer residents of San Antonio. He was a grandson of 
Franklin Lafitte Paschal, a lieutenant in the Texas army 
and sheriff of Bexar County during the republic. After 
attending public schools in San Antonio, Dr. Paschal en- 
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DR. GEORGE H. PASCHAL 


tered the University of Texas, Austin, where he received 
his premedical training. He was graduated from the Uni- 
versity of Texas Medical Branch, Galveston, in 1921, and 
interned in the Robert B. Green Memorial Hospital, San 
Antonio. In Grace Hospital, New Haven, Conn., he spent 
a year in residency in anesthesiology, and specialized in that 
aspect of medicine throughout his 35 years of practice in 
San Antonio. 

Dr. Paschal had been a member of the Texas Medical 
Association through the Bexar County Medical Society con- 
tinuously since 1923, and also was a member of the Amer- 
ican Medical Association, American Society of Anesthesi- 
ologists, San Antonio Society of Anesthesiologists, Interna- 
tional Society of Anesthesiology, San Antonio Surgical So- 
ciety, San Antonio Country Club, and the Presbyterian 
Church. He was a fellow of the American College of 
Anesthesiologists, diplomate of the American Board of 
Anesthesiology, and a past president of the Texas Society 
of Anesthesiologists. He acted as civilian consultant in 
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anesthesiology at the Brooke Army Medical Center, San 
Antonio. 

Miss Mary Louise Steele and Dr. Paschal were married 
in San Antonio June 20, 1923. She survives, as do two 


. sons, George Hugh Paschal, Jr., and James Steele Paschal, 


both of San Antonio; one brother, Dr. Frank L. Paschal, 
San Antonio; and two sisters, Mrs. Nellie Paschal Walthall, 
San Antonio, and Mrs. Betty Paschal Sanders, Pearsall. 


DR. E. BRUCE MOSS 


Dr. Eli Bruce Moss, Junction, Texas, died November 29, 
1956, of heart failure. 

A native of Columbus, Ky., Dr. Moss was born July 14, 
1883, the son of T. W. and Kate (Remly) Moss. After 
attending the Columbus public schools and Northern In- 
diana Normal School, Valparaiso, Ind., Dr. Moss received a 
degree in pharmacy from Valparaiso University in 1902 
and in medicine from the American College of Medicine 
and Surgery (now Loyola), Chicago, in 1905. He served 
an internship at Frances E. Willard Hospital, Chicago, and 
remained in that city to practice and as an instructor and 
then associate professor of anatomy and surgery at his alma 
mater until 1937, when he moved to Junction. He was in 
practice there until the time of his death. 


Dr. Moss belonged to the local medical society in Chicago 
and since his location in Texas to the Kimble-Mason-Menard- 
McCulloch Counties Medical Society, Texas Medical Asso- 
ciation, and American Medical Association. A member of 
the National Guard while he resided in Chicago, Dr. Moss 
came to Texas with General John J. Pershing in 1915 and 
saw service as a major in France thereafter. He was cited 
by the commander of his field artillery regiment for ren- 


dering first aid to wounded men under fire near Verdun in 
1918. 


Surviving Dr. Moss is his wife, the former Miss Ethel 
Davis, whom he married March 1, 1913, in Chicago. A 
daughter, Miss Ethel Marie Moss of Dallas, also survives. 


DR. J. MANNING VENABLE 


Dr. John Manning Venable, San Antonio, Texas, died 
December 15, 1956, of a coronary attack. He had been 
slated to become chairman of the Bexar County Medical 
Society’s board of trustees in January. 


Born September 3, 1891, in Chapel Hill, N. C., Dr. 
Venable was the son of Dr. Francis P. and Sally C. (Man- 
ning) Venable. The elder Dr. Venable was president of the 
University of North Carolina for many years. After receiv- 
ing his early education in the local schools, Dr. Venable 
obtained his bachelor of arts degree and two years of med- 
ical training at the University of North Carolina there. He 
was graduated in medicine from Johns Hopkins University, 
Baltimore, in 1914. He then served an internship at St. 
Luke’s Hospital, New York, where he later did postgradu- 
ate work; he also did postgraduate work at Johns Hopkins. 
Since 1919 he had been in practice in San Antonio, special- 
izing in urology, a field in which he was certified in 1947. 
Prior to beginning his practice in San Antonio, Dr. Vena- 
ble saw service in this country and Europe as a first lieu- 
tenant in the Army Medical Corps. 

A member throughout his career of the Bexar County 
Medical Society, Texas Medical Association, and American 
Medical Association, Dr. Venable was president of his 
county society in 1952. He was vice-president of the South- 
ern Medical Association in 1935; a member of the Ameri- 
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can Urology Association, South Central Branch of the 
American Urology Association, and Texas Surgical Society; 
and a fellow of the American College of Surgeons. He also 
belonged to the Presbyterian Church and the San Antonio 
Country Club. He listed his “yard” and golf as hobbies, 
and he greatly enjoyed his two grandsons. 


DR. J. MANNING VENABLE 


On June 5, 1920, in New York, Dr. Venable and Miss 
Florence E. Birdsall were married. Mrs. Venable; a daugh- 
ter, Mrs. Edward Frankstone of San Antonio; three sisters, 
Mrs. W. C. Coke, Chapel Hill, N. C.; Mrs. L. V. Sutton, 
Raleigh, N. C.; and Mrs. Nelson Wescoat, Moorestown, 
N. J.; and one brother, Dr. Charles S. Venable, Walling- 
ford, Pa., who was President of the Texas Medical Associa- 
tion in 1943-1944; and two grandsons, David and Manning 
Frankstone, both of San Antonio, survive. 


DR. C. F. WINFIELD 


Dr. Carra Fanin Winfield, Alice, Texas, died December 
17, 1956, of cancer. 

Dr. Winfield was born in Baileyville, Milam County, 
August 10, 1883. He attended John Tarleton College, 
Stephenville, and Marble Falls Academy, Marble Falls, 
and received his doctor of medicine degree from the Uni- 
versity of Texas School of Medicine, Galveston, in 1908. 
He practiced successively in Big Creek, Fuqua, Honey 
Island, Doucette and Robstown, much of the time as doctor 
for lumber companies, before moving to Alice 25 years ago. 
There in 1931 he and Dr. G. G. Wyche founded the Physi- 
cians and Surgeons Hospital, still the only hospital in Alice. 
Dr. Winfield had retired from active practice several years 
ago, but he continued to manage his other interests and had 
been ill only a short time. 

Dr. Winfield was a member of the Texas and American 
Medical Associations through the Brooks-Duval-Jim Wells 
Counties Medical Society, of which he was president in 
1937. 

On May 29, 1943, Dr. Winfield married Miss Ruby 
Chrisman, a nurse, in Rockport. She died in 1946. He is 
survived by a half sister, Mrs. Vorgie Inell Hill, and a 
nephew, Robert Allan Hill, Jr., both of Lubbock. 
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DR. JAMES W. WARD 


Dr. James Washington Ward, Greenville, Texas, a past 
Vice-President of the Texas Medical Association, died De- 
cember 16, 1956. 

Son of John R. and Margaret Lou (Walker) Ward, he 
was born August 8, 1879, in Bagwell, and received his pre- 
liminary education in the public schools of Bogata and Bag- 
well. He was graduated from the Kentucky School of Med- 
icine, Louisville, in 1904, and did general practice several 
years in Detroit, Texas, before specializing in eye, ear, nose, 
and throat at the New Orleans Polyclinic; Tulane Univer- 
sity, New Orleans; the Eye, Ear, Nose, and Throat Hospital, 
New Orleans; Manhattan Eye, Ear, and Throat Hospital, 
New York; and at postgraduate courses in Vienna, Austria, 
in 1914, and in Chicago in 1917. He was certified by the 
American Board of Otolaryngology in 1926. In 1915, Dr. 
Ward began practicing his specialty in Greenville, where 
he remained active until his retirement January 1, 1955. 

Dr. Ward was a member of the Texas and American 
Medical Associations through the Hunt-Rockwall-Rains 
Counties Medical Society, which he served as president in 
1943. In 1938, he was Vice-President of the state Associa- 
tion, and in 1948 he served as chairman of its Section on 


DR. JAMES W. WARD 


Eye, Ear, Nose, and Throat. He was elected to honorary 
membership in 1953. He also was a member and past 
president of the Texas Society of Ophthalmology and 
Otolaryngology and of the Greenville Lions Club, and was 
a member of the American Academy of Ophthalmolog#' and 
Otolaryngology, Dallas County Society of Ophthalmology 
and Otolaryngology, Southern Medical Association, Phi Chi 
medical fraternity, Central Christian Church, Chamber of 
Commerce, Masonic Lodge, and Knights Templar. He was 
very active in Masonic work, and had taken special interest 
in the De Molays. 

Dr. Ward’s other activities included farming, raising cat- 
tle, and banking, and he listed pecan budding, golf, and 
hunting as his hobbies. 

He was married in Bagwell on November 15, 1905, to 
Miss Rena Strickland. She survives, as do a daughter, Mrs. 
W. W. Jones, Houston; two sons, Dr. Irvan M. Ward, 
Marlin, and James R. Ward, Tyler; and three sisters, Miss 
Celia Ward and Mrs. H. N. Sport, both of Greenville, and 
Mrs. John C. Guest, Valliant, Okla. 
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